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Yes, Let’s Go! Where GO? Why to the twenty-third annual meeting of the 
SOUTHERN MEDICAL ASSOCIATION at Miami, Florida, ‘America’s 
Tropical Wonderland City”, on Wednesday, Thursday and Friday, November 
20-22 and to the pre-meeting clinics on Tuesday, November 19. 


The best ever to be had in scientific activities and in entertainment. Sports 
and recreational facilities that cannot be surpassed—golfing, boating, swim- 
ming, fishing, trap shooting, or whatever is the favorite sport, it’s at Miami. 

Hotel McAllister is general hotel headquarters. Other good hotels are the Columbus, Everglades, Watson, Alcazar, 
Urmey, Leamington, Dallas Park, Pershing, Gralynn, Alhambra, Ponce de Leon and El Comodoro. Guaranteed 


rates: $3.00 to $5.00 single; $5.00 to $8.00 double. Dr. Bascom H. Palmer, Jr., Huntington Building, Miami, 
is Chairman of the Hotel Committee. 





“After Miami, Cuba.” An opportunity of a life-time to see the “lovely land” of Cuba, a land of 
beauty and charm. Special reduced rates for transportation and for hotels. Low price all-expense 
trips will be available. 
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Important Notice Now Ready 


New Revised Second Edition 


of the Famous International Text-Book 


Jones & Lovett—Orthopedic Surgery 


—q HE new second revised and enlarged edition of this famous international surgical treatise and text-book 
is now ready. It is a large royal octavo volume of 824 pages, with 792 illustrations, some in colors, hand 
somely bound in durable red library buckram. The price is eleven dollars, postpaid 

The first edition, in 1923, was acclaimed in the Archives of Surgery as “the most important work deal- 

ing With these subjects which has vet been written in any language.” an opinion in which several other jour 
nals and most orthopedic surgeons heartily concurred. The publishers and authors have every confidence that the 
new second edition will well maintain the same high standards and resvonsible leadership. Sir Robert Jones 
needs no introduction, being probably the world’s best known orthopedic surgeon. For this revision he has en- 
joyed the intimate personal assistance of Mr. Harry Platt, Surgeon in charge of the Orthopedic Service at Ancoats 
Hospital, Manchester, as representing the younger British school. In succession to the late Dr. Robert W. Lovett, 
the American editorship has most fittingly descended upon Dr. Nathaniel Allison, Professor of Orthopedic Surgery 
at Harvard University, and Chiet of the Orthopedic Service at the Massachusetts General Hospital. Dr. Allison 
has been ably assisted by Dr. Frank R. Ober. Instructor in Orthopedic Surgery, Harvard University, and Asso 
ciate Surgeon, Boston Children’s Hospital. The revision has been most thorough, conscientious and successful. 
Many changes have been made, for instance, in the sections on Stiffness of Joints, Operative Treatment of Arthri- 
tis Deformans, Developmental Affections of Bone, Affections of Adult Bone, Anterior Poliomyelitis, Obstetrical 
Paralysis, and Lateral Curvature of the Spine. Space has now been found for an excellent epitome of the prin- 
ciples of the treatment of fractures at all stages. Entirely new chapters or sections have been added on (1) Affec 
tions of tendons, muscles, and tasciae. (2) Peripheral nerve lesions. (3) Pyogenic affections of bone. (4) Vas- 
cular lesions of the extremities. (5) Amputations and artificial limbs. These extensive changes and additions, in 
spite of much matter having been deleted result in over 100 more pages, and 62 more illustrations than before. The 
new edition of this famous international masterpiece will be an absolutely essential part of the equipment of 
every practitioner and student of orthopedic surgery, including all wise general surgeons 


ROMANIS AND MITCHINER—Science and Practice of Surgery 


By W. H. C. Romanis, M.B., M.Ch., F.R.C.S., ete., and PHiniye H. Mitcuiner, M.D.. M-S., F.R.C.S. Both authors are sur- 
geons and teachers at St. Thomas’s Hospital, London Second revised edition (1929), two large octavo volumes, totaling 
1858 pages, 674 illustrations, $12.00 per set. 

HE success of this new work has made it necessary to publish a second edition within two years. While 

primarily intended for students, it provides a most complete and up-to-date surgical reference work for all 

physicians and surgeons at very low cost. The whole work has been revised and certain sections re- 
written, especially the chapters on injuries of the extremities, while new sections have been added to include 
the injection treatment of varicose veins, the use of bile in peritonitis, peri-arterial sympatheticectomy, radium 
treatment of malignant disease, and perimetry. Some new figures have been introduced and a complete index 
now appears in both volumes. Altogether a wonderful lot of professional information for twelve dollars. The 
ideal up-to-date two-volume handy text-book for students 


RADIUM TREATMENT OF CANCER 


By STANForD Cape, F.R.C.S. (England), Assistant Surgeon and Teacher of Practical Surgery, Westminster Hospital. Large 
octavo, 168 pages, 13 colored plates, 49 text illustrations, $5.50 net 


A very valuable and important book on a subject of much present debate. 


HE entire surgical staff of the Westminster Hosp'tal has for five vears used radium therapy successfully 

in certain types of cancer. Mr. Stanford Cade treated more cases than any other member of the staff and 

his book has the enthusiastic endorsement of his colleagues. Mr. Cade believes that the advent of radium 
therapy is the beginning of a new era in surgery—less destructive and with wider scone than ever before. That 
radium needs a surgery of access, and surgery needs radium, if the best is to be given to the patient. He believes 
every surgeon should be conversant with the possibilities of radium. The general principles and technique are 
described very fully with many illustrative cases 





WILLIAM WOOD & CO.(f22"tss;) 156 Fifth Avenue, New York 














» SOUTHERN MEDICAL JOURNAL 




















THE NEW CLINIC MODEL 


an attractive Sterilizer 
at an attractive price 


$78 


Besides the safety it provides, sterilization has a tre- 
mendous psychological value when patients see it done 
. «+ The New Pelton Clinic Model makes the most 
of both of these important factors .... The Pelton 
Thermatic Sterilizer with which it is equipped provides 
the protection of complete, efficient sterilization, and 
the Cabinet offers attractive new features of design 
and finish, including a body in one piece... . If 
you need a new Sterilizer, put in the New Clinic 
Model, and enjoy the double satisfaction of its beauty 
and efficient service .... Literature gladly mailed on 
request. 


The Pelton & Crane Company 


Detroit, — Michigan 








Just Published 


COMMON DISORDERS 


OF DIGESTION 


By John L. Kantor, Ph.D., M.D., Visiting 
Physician in Gastrointestinal Diseases, Van- 
derbilt Clinic, Presbyterian Hospital; As- 
sociate in Medicine, Columbia University; 
Gastroenterologist and Associate Roentgen- 
ologist, Montefiore Hospital for Chronic 
Diseases, New York. 


297 pages, 6x9, with 88 original illustrations. 
Second revised edition. Price, cloth, $6.00. 


Five Reasons Why You Need 
This New Book 


1. Every general practitioner is interested in the 
treatment of gastrointestinal diseases, since these 
constitute about 25% of his practice. 

2. The handbook is the only book on the sub- 
ject written in this country. 

3. It is the only one of two in the English 
language, the other being a book of 179 pages 
(not illustrated) by Saundby, an Englishman, last 
published in 1914. 

4. It is the only one of three in any language 
as far as I know, the third book being by Wegele 
in German, translated into English in 1913. 

5. It is one of the best illustrated books as 
far as original x-rays are concerned, thanks to your 
excellent reproduction to my films. 

Contents—General Principles and Methods; Gen- 
eral Management of Functional Digestive Disorders; 
Treatment of Ptosis and The Asthenic State; Treat- 
ment of The Syndrome of ‘Gastric Irritation’’; 
Treatment of Gastric and Duodenal Ulcer; Treat- 
ment of Delayed Gastric Emptying; Treatment of 
Achylia Gastrica (Achlorhydria); Treatment of Gall- 
Bladder Disease; Treatment of The Common 
Anomalies of The Colon; Treatment of Consti- 
pation; Treatment of The Irritable Colon; Treat- 
ment of The Diarrheas; Treatment of Headaches 
Associated With Indigestion. 


Sign and Mail Today 


The C. V. Mosby Co., Publishers 
3523 Pine Blvd. St. Louis, Mo. 


Yes, you may send me a copy of the new 
KANTOR on Digestion. 


I enclose check for $6.00. 
Charge to my account. 


Name 


(SMJ) 
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LIPPINCOTT BOOKS 


UROLOGY First Edition 10.00 


By Danie N. E1senpratH, M.D., Attending Urologist, Michael Reese and Chicago Memorial Hospitals, and Harry C. 
Rotnick, M.D., Associate Urologist, Mt. Sinai Hospital. Octavo. 710 Illustrations, 

Presents the subject in the simplest possible manner. Covers the diagnosis and treatment of diseases of 
the urinary and genital tracts as well as venereal diseases, and takes up as thoroughly as possible the diseases 
of the male genitalia. 


HUMAN PATHOLOGY Second Edition 10.00 


By Howarp T. Karsner, M.D., Professor of Pathology, Western Reserve University. Octavo. 980 Pages. 453 Illustrations, 
A THOROUGHLY modern and entirely new book representing the views of the most up-to-date teachers 
and investigators, excellently written and so arranged that important topics are carefully balanced against 
those less important. It is confined to human pathology and interweaves the anatomic, functional and 
clinical phases with the pathological material in such a manner as to provide unity of thought and inter- 








pretation. 
PHYSICAL DIAGNOSIS Second Edition 7.00 
.By CnHartes P. Emerson, M.D., Professor of Medicine, Indiana University School of Medicine. Octavo. 553 Pages. 324 


Illustrations. 
“An up-to-date work that will prove of great value to the every day practitioner as well as the specialist. 


—lIllinois Med. Jl. 


OBSTETRICS Sixth Edition 8.00 


By Georce Peastee SHears, B.S., M.D., New York Polyclinic Medical School and Hospital. Revised by PHuip F. WittiaMs, 
M.D., Assistant Professor of Obstetrics, Graduate School of Medicine, University of Pennsylvania. Octavo. 745 Pages. 
423 Illustrations. 

“As a reference book for the general practitioner and the obstetrician, it ranks easily among the first. 
Throughout, the practical needs of the physician are conclusively treated in minutest detail. A valuable 
addition to medical literature.”—Southern Med. Jl. 


PEDIATRICS for the General Practitioner First Edition 6.00 


By Harry Monroe McCrananan, A.M., M.D., Professor of Pediatrics Emeritus, University of Nebraska. Octavo. 230 
Illustrations. 604 Pages. 

Tus book gives a modern clinical picture of the diagnosis, treatment and management of the diseases of 
infants and children under conditions encountered by the family physician. It is based on the author’s 
long experience and on the findings of leading pediatricians throughout the world. 


INTERNS HANDBOOK First Edition 3.00 
A Guide to Rational Drug Therapy, Clinical Procedures and Diets 


By Members of the Faculty of the College of Medicine, Syracuse University, under the Direction of M. S. Dooley, A.B., 
M.D., Chairman Publication Committee. 236 Pages. Pocket size. 

Directions are so given as to prevent indecision in emergencies. Information needed in using standard 
drugs is given in the drug section; it is not a mere list of titles. An outline of the emergency treatment 
of drug poisoning concludes Part One. Part Two includes the standard clinical procedures—medical, 
surgical and special; dietaries; the technic of routine tests; the technic of safeguarding laboratory 
specimens. 


NURSING CARE OF COMMUNICABLE DISEASES 3.00 


By Mary E. Piissury, R.N., Instructor of Communicable Disease Nursing, Yale School of Nursing 1924-1927; Advisor of 
prophylactic technic 1928—Director of the Jewish Hospital School of Nursing, Brooklyn. Octavo. 463 Pages. 116 
Illustrations. 

A textbook of prophylactic technic for the prevention and control of diseases. We believe this is the 
first nurses’ textbook to cover this field satisfactorily. Miss Pillsbury’s unusually wide experience in Com- 
municable Diseases and her specially posed photographs showing nursing procedures are the foundations 
on which this book has been built. It confines itself strictly to the nursing side, with adequate data of 
the diseases—a book by a nurse for nurses. 


J. B. LIPPINCOTT COMPANY, Philadelphia, London, Montreal 


LIPPINCOTT BOOKS 
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(kere Allona€ is nowmade » 2 8 8 
The central administration building of 
The new Roche’ laboratories al” Nutley, New Jersey 


























for pain and sleeplessness 


ALLONAL 





























DOSAGE: 
po The non-narcotic 

For Nervousness 

1 to 2 tablets a day is the remedy almost universally prescribed in place 
For Pain of opiates. Allonal is routine in practically every 

9 illite aan eendie hospital in the country. To be certain that they 
ouficient are employing the safest and the best sedative, 
For Sleep hypnotic, and analgesic for allaying nervousness, 

1 to 2 tablets imme- insomnia and pain physicians order Allonal ‘Roche’ 

diately upon retiring 

*A trial supply sent to 

| physicians on request TR 





Hoffmann-La Roche, Inc. 
Makers of Medicines of Rare Quality 
NUTLEY, NEW JERSEY 
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And Now — A Sterilizing Medium 
Non -Injurious to Bard- Parker Blades 
4 Yerilizes 
Barp-Parxer formaldehyde Germicive 


Micro - Photographs 





A powerful, non-corrosive sterilizing medium 
of high germicidal efficiency, prepared espe- 
cially for sterilizing Bard-Parker Knives and 
other fine surgical instruments. 





Edge of steel blade after boiling in Extensive laboratory tests indicate that Bard- 
water for five minutes. : ed 
Parker formaldehyde Germicide : 





Destroys the most resisting non-spore-bearing 
bacteria in less than two minutes. 

Destroys the most resisting spore-bearing bac- 
teria in one and a half hours. 





wae 1h hire sng tance sarge Will not injure the keen edge of Bard-Parker 
in Bard-Parker formaldehyde > : 
Germicide. Blades or other fine steel instruments after 
two weeks constant immersion. 








PRICES: 
One-pint bottles . . . $ 1.00 each 
One carton (12 pints). . 10.80 
One-gallon bottles . . . 5.00 each 


Edge of steel blade before 


treatment, 


One carton (4-one gals.) . 18.00 


Ask your dealer for circular giving complete descrip- 

tion of Bard-Parker Germicide and Sterilizing Con- 

tainer. Detailed Laboratory Reports will be furnished 
upon request. 





PARKER, WHITE & HEYL. Inc 
369 Lexington Avenue, New York,NY. 
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Solution Ephedrine Pulvules Ephedrine Ampoules Ephedrine Pulvules Ephedrine Inhalant Ephedrine 
Sulphate No. 10 Sulphate No. 114 Sulphate No. 53 Sulphate No. 115 Compound No. 20 





syo 
Yo 


Order and Prescribe 
LILLY 
EPHEDRINE PRODUCTS 


Tue two major requirements of ephed- 
rine salts are shrinkage of nasal mucosa and relaxation 
of bronchial spasm. 

Topical application of Lilly Ephedrine Solution, 
No. 10, three percent, or Inhalant Ephedrine Com- 
pound, No. 20, one percent, promptly relieves acute 
nasal congestion and lessens discomfort. 

Oral administration of Ephedrine Pulvules (filled 
capsules) and the hypodermic injection of Ephedrine 
ampoule solutions have been used successfully to re- 
lieve bronchial asthma, hay-fever, and other allergic 

conditions. Write for literature. 


ELI LILLY AND COMPANY 


INDIANAPOLIS, U. S. A. 
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The Reeord of 
a Vast 
Experiment 


F ALL the data on the 

use of Eagle Brand 

Condensed Milk in 
infant feeding were avail- 
able—what a stupendous 
quantity of material this 
70-year record would rep- 
resent! More babies have been fed upon 
Eagle Brand than upon any other one 
food, with the exception of Nature’s 
own! And from this vast feeding experi- 
ment, proof of Eagle Brand’s specific 
value has accumulated, empirical but 
undeniable. 

The most modern of pediatricians 
still turn‘to this oldest of special baby 
foods for aid in certain conditions. 
When assimilability is of prime impor- 
tance — when a concentrated food is 
indicated —when supplementing of 
breast feeding is necessary—when un- 





favorable climatic or 
hygienic conditions exist 
—then Eagle Brand 
offers its unsurpassed 
digestibility, purity, uni- 
formity and ease of for- 





mula preparation. 

And Eagle Brand—when intelli- 
gently used and carefully supplemented 
—also admirably meets the require- 
ments of the normal, healthy infant. 
It has, in countless cases, been used 
throughout the entire bottle feeding 
period with entirely satisfactory nu- 
tritional results. 

The findings of many physicians on 
this subject are contained in letters 
and reports in the Borden Company's 
files. We shall be glad to answer any 
questions you may wish to ask, and 
to supply literature upon request. 


THE BORDEN COMPANY 
350 Madison Avenue 
New York, N. Y. 
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INFECTION 


With a Virulent Culture 
Suppressed by Vitamine-B Feeding 


Very remarkable experiments were recently conducted at Yale University Med. School, 


by Drs. Rose & Cowgill. (Soc. for Exp. Biol. & Med., May.) 


A series of healthy animals were injected with living cultures of Bacillus Welchii. When 
the animals received a regular diet, low in vitamine-B, bacteria developed, pus areas were 
established and B. Welchii were found in the blood stream. 


But, when an adequate amount of Yeast Vitamine-B Concentrate (Harris) was added 
to the diet, negative blood cultures were obtained. The authors state: “—-This procedure was 
repeated a number of times over a period of 15 months and the same results obtained.” 


This is the first instance in the chemistry of immunity, where a factor of the diet has 
shown such importance in establishing anti-bodies or in combating infectious disease. 


Obviously— 


YEAST VITAMINE-HARRIS (TABLETS) 


and 


BREWERS’ YEAST-HARRIS 
(Medicinal Powder) 


are indicated in such infections as—Hidden Foci (Suspected or known) 


GRIPPE—INFLUENZA—PNEUMONIAS 


and isolated pus areas, which often follow these. 


Are Pellagra and Herpes Related? 


Since Dr. Goldberger (U. S. P. H. Service) cured cases of pellagra with Brewers’ Yeast- 
Harris and Dr. Gerstenberger (Lakeside Hosp. Cleveland) successfully treated Herpes with 
Yeast Vitamine Tablets (Harris), are these diseases similar in origin and were they cured by 
“immunity building” or by supplying Vitamine-B deficiency? : 


BREWERS’ YEAST-HARRIS 
AND 


YEAST VITAMINE-HARRIS (TABLETS) 


are indicated in both. 


Sample bottle $1.00 


THE HARRIS LABORATORIES 


Tuckahoe, New York 
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Now Ready 








this time devoted to 
August to Frost 


HAY FEVER 


and showing in natural 
colors the chief causa- 
tive plants. 


Discusses, in addition 
to pollens, such second- 
ary factors as food, 
epidermal, dust and in- 
cidental proteins. 


Copy sent on request. 








Previous issues: 


1. Early Spring or Tree Hay Fever 
2. May, June, July Hay Fever 


THE ARLINGTON CHEMICAL COMPANY 
YONKERS, N. Y. 
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The following mixture is recommended as a temporary diet in intestinal 
disturbances of infants commonly spoken of as summer diarrhea: 


MELLIN’S FOOD 4 level tablespoonfuls 
WATER (boiled, then cooled) 16 fluidounces 


Weight in grams of food elements in each ounce of the 
above mixture: 


PROTEINS 0.176 Grams 
MALTOSE 1.002 Grams 
DEXTRINS 0.352 Grams 
SALTS 0.073 Grams 


Summer Diarrhea 








Individual conditions will guide the physician in regard to the 
amount to be given at each feeding and the intervals of feeding, and 
naturally the intake per day will be thus influenced. Assuming, how- 
ever, that the above-stated amount (16 fluidounces) is administered 
during the full twenty-four hours, the actual daily intake of food 
elements would be as follows: 


PROTEINS 2.82 Grams 


sa Maltose 16.03 Grams 
CARBOHYDRATES| ee eee |21.66 Cum 


SALTS 1.17 Grams 


This gives a total of 25.65 grams of nourishment that is readily 
digestible and available for immediate assimilation. The mixture also 
contributes 101 Calories for the generation of heat and energy. 


The above accurate examination of the quantity and quality of 
food elements in the suggested mixture is set forth in order that 
physicians may determine to their own satisfaction the value of this 
means of replenishing elements withdrawn from the infant’s organism 
as one of the results of frequent bowel movements. 


In submitting these details we are following our long-established 
custom of furnishing physicians accurate information in regard to 
all matters concerning Mellin’s Food and its use in infant feeding. 


Wallin. Ss AS a (C ompany, af on Vihees 
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Neoarsphenamine Squibb combines 
the following desirable attributes: 


- HIGH THERAPEUTIC RATIO 

- CONSISTENTLY LOW MINIMUM EFFECTIVE DOSE 
- RAPID SOLUBILITY 

UNIFORM CHEMICAL COMPOSITION 

- LOW RELATIVE TOXICITY 

. ECONOMY 


na Ww ht = 


> 


In selecting Neoarsphenamine Squibb, you obtain 
all these desirable attributes INONE PRODUCT 


For further information, write to the Professional Service Department 


E-R: SQUIBB & SONS, NEW YORK 


MANUFACTURING CHEMISTS TO THE MEDICAL PROFESSION SINCE 1858. 


In gonorrhea, Solargentum 
is used both for prophylaxis 
and treatment. It is also 
useful in the treatment of 










purulent conditions of the eyc, 
ear, nose and throat. It is 
valuable, too, as a Roentgeno- 
graphic medium in pyelography. 








| Accepted by Official 

COUNCIL 

_— he in U.S. P. X. 

ON PHARMACY = 3'ytnum mite, usp.X. Sant 
, NOI toluble in water; nomaieg as 
AND ’ *embranes in 1 to 25% 

CHEMISTRY ispeSons.NO MILD 

A.M.A. nt SILVER-PROTEIN 


E-R: SQUIBB & SONS, NEW YORK 


MANUFACTURING CHEMISTS TO THE MEDICAL PROFESSION SINCE 1858. 
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GILLILAND BIOLOGICAL 
PRODUCTS 


Prepared under U. S. Govt. License No. 63. 


RABIES VACCINE 
(Semple Method-Killed Virus) 


The Gilliland 14-dose Anti-Rabic Treatment is safe and efficient and a high 
degree of immunity follows its administration. Since the period of incubation of 
Rabies is sometimes short, the 14-dose treatment offers a better opportunity for an 
early development of immunity. 


The Gilliland 14-dose Anti-Rabic Treatment is supplied in one package. Each 
dose is of the same strength and is furnished in a glass syringe, with sterile needle, 
ready for direct administration. 


SMALL-POX VACCINE 


Gilliland Small-pox Vaccine may be relied upon at all times, it being a 
pure and safe product of guaranteed potency. It is furnished in clear glass capil- 
lary tubes, hermetically sealed, with sterile needles for scarifying, and rubber bulb 
for expelling the virus. 


TETANUS ANTITOXIN 


Gilliland Tetanus Antitoxin is ultra-concentrated and refined, being prepared 
in accordance with the most recently improved methods, insuring high potency 
with a low total solid content. 





Gilliland Biological Products are used, under contract, by the State 
Boards of Health in Alabama, Illinois, Kentucky, Maryland, Pennsylvania, 
Texas and Virginia, and also by many large cities throughout the Country. 











The Gilliland Laboratories 


Producers of Biological Products 


MARIETTA, PA. 
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BLENDING 
SCIENTIFIC AUTHORITY 
WITH 
POPULAR SIMPLICITY 


be SIMILAC is embodied the fruition of 17 years of fundamental scientific 
research, coupled with clinical trial, to perfect a diet to fully satisfy the 
nutritional and metabolic requirements of the infant, deprived either 
wholly or in part, of breast milk. Yet, in the prescribing and prepara- 
tion, it is amazingly simple. For example, in complementing breast 
feedings simply add Simixac, in the proportion of one measure- 
ful (measure in each can) to two ounces of previously boiled 
water. On your next case where the breast feedings 
do not satisfy, CoMPLEMENT WITH SiMiLaAc! 


= 


M & R DIETETIC LABORATORIES, Inc. == 
COLUMBUS, OHIO 
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WM. RAY GRIFFIN, M.D. M. A. GRIFFIN, M.D. 


APPALACHIAN HALL 


ASHEVILLE, N. C. 


For the Treatment of Nervous Diseases 


Located in a beautiful park of twenty-five acres, in one of the famous all-the-year- 
round health resorts of the world, where climate, air, water and scenery are unsurpassed. 


Five separate buildings, thoroughly modern, afford ample facilities for the classification 
and separation of patients. 

Treatment is limited to Nervous and Mental Diseases, Selected Cases of Alcoholic 
and Drug Habituation. 

Hydro-therapy, Electro-therapy, Occupational-therapy and Massage extensively 


used. The two physicians in charge reside in the Institution and devote their entire 


time to the care and treatment of the patients. 


For information booklet write Drs. Griffin and Griffin. 








RADIUM SERVICE 


Y 
THE PHYSICIANS RADIUM ASSOCIATION OF CHICAGO, Inc. 


Incorporated under the laws of Illinois, not for profit, but for the purpose of 
making radium available to Physicians to be used in the treatment of their pa- 
tients. Radium loaned to Physicians at moderate rental fees, or patients may be 
referred to us for treatment if preferred. 


Careful consideration will be given inquiries concerning cases in which the use of 
Radium is indicated 


The Physicians Radium Association 


1307 Pittsfield Building 


CHICAGO, ILL. 


Telephones: Managing Director: 


Central 2268-2269 Wm. L. Brown, M.D. 
BOARD OF DIRECTORS 
William L. Baum, M.D. Wm. L. Brown, M.D. 
Walter S. Barnes, M.D. Frederick Menge, M.D. 


Louis E. Schmidt, M.D. S. C. Plummer, M.D. 
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BALYEAT HAY-FEVER AND ASTHMA CLINIC 


1209 Medical Arts Building Oklahoma City, Okla. 
Ray M. Balyeat, M.A., M.D., Director 








Pollen House Laboratory 


The Clinic is devoted exclusively to the study and treatment of asthma, hay-fever, and 
allied diseases (certain types of eczema, urticaria and migraine). 

Patients referred to the Clinic will be thoroughly investigated, material for treatment 
prepared, and returned to their doctor for further care. 








CHEVY CHASE SANATORIUM 


Tennyson and 32nd Streets Washington, D. C. 








For MENTAL and NERVOUS CONDITIONS 


Full Staff of Consulting Specialists. Physician in Charge gives entire time to study and care of 
individual patients. Capacity limited and only selected cases admitted. Rooms private and com- 
fortable. Seven acres of wooded lawn in exclusive residential section of Nation’s Capital. Tennis 
Courts, Croquet courts, complete Hydro-Therapy equipment. Delightful environment and private 
home atmosphere, ideal for resting shattered nerves. Every effort is made to maintain the highest 
standard of efficiency and ethics. Rates, based on individual requirements, are in keeping with gen- 
eral hospital charges. 


Maurice L. Townsend, M.D., Physician in Charge 
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THE TUCKER SANATORIUM, INC. 


MADISON AND FRANKLIN STREETS, RICHMOND, VIRGINIA 


This is the Private Sanatorium for the Neurological Practice of Drs. Beverley R. Tucker 


The Tucker Sanatorium is for the treatment of nervous diseases. Insane and acute alcoholic cases 
are not taken. The Sanatorium is large and bright, surrounded by a lawn and shady walks and large 
verandas. It is situated in the best part of Richmond and is thoroughly and modernly equipped. 
There are departments for message, medicinal exercises, hydrotherapy, occupation and electricity. The 
nurses are specially trained in the care of nervous cases. 


and R. Finley Gayle 








The “MESCO” Laboratories Laboratory Reagents 
manufacture the largest line of 


Ointments in the world. 


different kinds. We are origin- 
ators of the Professional Pack- 


age. Specify “MESCO” when 


prescribing Ointments. 
for lists 


MANHATTAN EYE 
SALVE COMPANY 3514 Lucas Avenue, 


Louisville, Kentucky 


Sixty of the Highest Purity. 


Let us keep your laboratory stocked with 
DEPENDABLE REAGENTS. 


This will permit your technician to give 
Send her undivided time to routine tests. 


THIS IS A STEP TOWARDS ECO. 
NOMIC EFFICIENCY. 


New Revised Price Lists on Request. 
Gradwohl Laboratories 


St. Louis, Mo. 




















GONOSAN 


"RIEDEL 


The Distintive Properties of Gonosan 


Inhibits gonococcal development and minimizes its virulence. 

Aids in reducing the purulent secretion. 

Encourages normal renal activity. 

Relieves the pain and strangury and allays the irritation and 
inflammation. 

Does not irritate the renal structure or the digestive organs. 

Prescribe GONOSAN for acute and chronic cases. 


Samples are at your disposal. 


RIEDEL & CO. 
Berry and So. 5th Streets Brooklyn, N. Y. 
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THE ATLANTA NEUROLOGICAL HOSPITAL 


At 


BROOK HAVEN MANOR 
4070 Peachtree Road, ATLANTA, GEORGIA 


NEWDIGATE M. OWENSBY, M. D. 
Director 
1210 Medical Arts Building Atlanta, Georgia 








SALASCO SANITARIUM SCHOOL 
For Nervous and Retarded Children 
Alexander, Arkansas 


A home and school for a limited number of younger chil- 
dren. It makes a strong appeal to those desiring for their chil- 
dren individual care, in beautiful surroundings. 

The children have constant medical supervision, special 
attention given to habit training, corrective physical work, motor 
control and speech development. 

Situated in the suburbs of Little Rock, on a tract of forty 
acres, an ideal location, readily accessible by hard surface 
highway. 

Letters of inquiry may be addressed either to school or 
to city office, 508 Federal Bank and Trust Bldg., Little 
Rock, Ark. 


R. F. DARNALL, M.D., Founder and Superintendent 











HIGH OAKS SANATORIUM 


Established 1887 


Lexington, Kentucky 
1000 Feet Elevation 


For the Treatment of Nervous and Mental Diseases, 
Liquor and Addictions 


Every approved method of treatment applied as indicated after thorough clin- 
ical and laboratory examination of patient. Constant expert medical supervision 
and specially trained nurses. Complete hydrotherapeutic equipment. Although a 
fully equipped institution, the sanatorium has a comfortable, home-like atmosphere. 


New brick buildings, rooms with and without private baths. Extensive, beau- 
tifully wooded grounds in the heart of the blue grass region; a short drive from 
the famous scenery of the Kentucky River. 


Music. Billiards and pool, tennis, croquet and other in and outdoor games. 
Eighteen hole golf course available. Frequent automobile drives. 


For complete information, address 


DR. GEO. P. SPRAGUE, Supt. 
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STUART CIRCLE HOSPITAL, Richmond, Va. 


Fe ? eee 








STAFF 
General Surgery: Obstetrics: Internal Medicine: Ophthalmology, Oto-Laryngology: 
Stuart N. Michaux, M.D. Greer Baughman, M.D. Alex G. Brown, Jr., M.D. Clifton M. Miller, M.D. 
Charles R. Robins, M.D. Ben H. Gray, M.D. Manfred Call, M.D. R. H. Wright, M.D. 


With consulting offices for the staff, laboratories, surgical and obstetrical operation rooms, equipment for the treat- 
ment of medical cases and a training school for nurses the STUART CIRCLE HOSPITAL is a modern standardized 
hospital for private patients. CHARLOTTE PFEIFFER, R. N., Superintendent. 











DR. MOODY’S SANITARIUM 


SAN ANTONIO, TEXAS 


For Nervous and Mental Diseases, Drug and Alcohol Addiction 
and Nervous Invalids Needing Rest and Recuperation. 


Established 1908. Strictly ethical. Location delightful summer and win- 
ter. Approved diagnostic and therapeutic methods. Modern clinical lab- 
oratory. Seven buildings, each with separate lawns, each featuring a 
small separate sanitarium, affording wholesome restfulness and recrea- 
tion, in doors and out doors, tactful nursing and homelike comforts. Bath 
rooms en suite, 100 roams, large galleries, modern equipment, 15 acres, 
350 shade trees, cement walks, playgrounds. Surrounded by beautiful 
park, Government Post grounds and Country Club. 


T. L. MOODY, M.D., J. A. McINTOSH, 
Supt. and Res. Physician. Res. Physician. 
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FOR NERVOUS AND MENTAL DISEASES 


H I L L ¢ R E S T S A N I = A R I U M AND SELECTED CASES OF ADDICTION 


Hill Crest Sanitarium is ideally located on the crest of Higdon Hill on the proposed Scenic Highway overlooking the 
city. All modern conveniences. Separate buildings for convalescent women patients. Several acres of well shaded lawn. 
Adequate nursing service maintained. Consultants: B. L. Wyman, M.D., H. S. Ward, M.D., C. M. Rudulph, M.D. 


JAMES A. BECTON, M.D., Physician in Charge. P.O. Box 96, Woodlawn, Birmingham, Ala., Phone Wdl, 1200 








SAM E. THOMPSON, M.D. H. Y. SWAYZE, M.D. WM. R. FICKESSEN, M.D. 














Main Building. There are 36 Cottages with Modern Conveniences 


THE THOMPSON SANATORIUM 
KERRVILLE, TEXAS 


FOR THE TREATMENT AND EDUCATION OF TUBERCULOUS PATIENTS 
X-Ray and Laboratory Graduate Nurses > 
Ideal all year climate. Seventy-five miles northwest of San Antonio—1400 feet higher 
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May We Send You A Booklet? 


General Medical 


New, fireproof, finely appointed. 
Semi-rural setting in the best en- 
virons of Atlanta, one-half mile 
out. Rates average $50 per week, 
including the Baths and room with 
bath. 





Elaborate hydrotherapy; complete 
diathermy-sinusoidal - ultraviolet - arc- 
infrared dep.; dietetics, colon lavage. 





Clinical and X-ray laboratories. 








Heart-artery-kidney, diabetic, di- 


BLACKMAN HEALTH RESORT, Inc., gestive, rheumatic, nervous, toxic, 


anemic, underweight and overweight 


2140 Peachtree Road, N. W., Atlanta, Ga. cases. 











Hospital For General Diagnosis 


and Nervous Diseases 


‘*NORWAYS” 


1820 E. 10th Street, Indianapolis, Ind. 


An ineieeion Gevowed on oe escent, Buedy and Die a eee = at 
nosis of all problems in Medicine and Surgery, especial- Peete eee ee eatin . . 

ly of conditions involving the Nervous System. All es 
newer methods of Diagnosis, particularly the Chemistry 
of the blood, spinal fluid, secretions and excretions of 


yn Noe ny RE THE DIXON HEALTH 














and its relation to di is phasi 

The co-operation of physicians is invited. It is the 

policy of the Hospital to return patients to their home RESORT 

and family physician for treatment, at the earliest pos- 

sible , after diagnosis is made. Only at the re- Ss 

quest of the patient’s physician will any case be hope Nervous diseases. Convalescents. 
t ta - . 

= ospi eyon e necessary period of obser Hydro-Electric and Mecano- 

A complete staff of skilled specialists in co-operation. Therapy. 


For further particulars regarding rates, etc., write 


DR. ALBERT E. STERNE or GUY E. DIXON, M.D. 
DR. LARUE D. CARTER Owner and Manager 


“Norways” Hospital for General Diagnosis Hendersonville, N. C. 
and Nervous Diseases. “In the Land of the Sky” 














GRACE LUTHERAN SANATORIUM 


FOR TUBERCULOSIS 


San Antonio, Texas 
MODERN institution in beautiful San 


Antonio. Climate unexceHed the year 
round for treatment of tuberculosis. Pri- 
vate rooms with bath and sleeping porch; 
individual cottages; high-class accommoda- 
tions; Radiographic and Fluoroscopic serv- 
ice; complete medical staff; moderate rates. 
For booklet and information address 


REV. PAUL F. HEIN, D.D., Supt., 
P. O. Box 214 
SAN ANTONIO, TEXAS 
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GORGAS HOTEL-HOSPITAL 


Built and operated by the SEALE HARRIS CLINIC for the diagnosis and treatment of internal dis- 
eases, particularly gastro-intestinal, cardio-vascular-renal, nervous, and metabolic diseases. Special 
courses of instruction for diabetics. Excellent summer climate. Rates reasonable. 

Highland Avenue at Sycamore Street Birmingham, Alabama 








McGuire Clinic 


ST. LUKE’S HOSPITAL 
Richmond, Virginia. 


Medical and Surgical Staff 








General Medicine 


Garnett Nelson, M.D. 

James H. Smith, M.D. 

Hunter H. McGuire, M.D. 

Margaret Nolting, M.D. 

John Powell Williams, M.D. 

Douglas G. Chapman, M.D. 
Pathology and Radiology 

S. W. Budd, M.D. 
Roentgenology ° 

A. L. Gray, M.D. 

J. L. Tabb, M.D. 
Urology 

Austin I. Dodson, M.D. 





General Surgery 


Stuart McGuire, M.D. 

W. Lowndes Peple, M.D. 
Carrington Williams, M.D. 
W. M. Junkin, M.D. 


Orthopedic Surgery 
William T. Graham, M.D. 
D. M. Faulkner, M.D. 
Dental Surgery 
John Bell Williams, D.D.S. 
Guy R. Harrison, D.D.S. 
Eye, Ear, Nose and Throat 
Thomas E. Hughes, M.D. 
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WAUKESHA SPRINGS SANITARIUM 


For the Care and Treatment of 


NERVOUS DISEASES 


Building Absolutely Fireproof 
BYRON M. CAPLES, M.D., Medical Director 


FLOYD W. APLIN, M.D. 
L. H. PRINCE, M.D. 


Waukesha, . ° . Wisconsin 








POTTENGER SANATORIUM 








MONROVIA, CALIF. 


for Diseases of the Lungs and Throat 
F. M. Pottenger, A.M., M.D., L.L.D., Med. Director 
J. E. Pottenger, A.B., M.D., Asst. Med. Director 
and Chief of Laboratory 
S. P. Bittner, M.D., Resident Physician 
Situated on the Southern slope of the Sierra Ma- 
dre Mountains at an elevation of 1,000 feet. Win- 
ters delightful; summers cool and pleasant. Thor- 
oughly equipped for the scientific treatment of tu- 
berculosis. A clinic for the diagnosis and study of 
such non-tuberculous diseases as asthma, lung ab- 
scess and bronchiectasis is in 
tion with the Sanatorium. 
Address POTTENGER SANATORIUM, 
Monrovia, Calif., for particulars 
Los Angeles Office, 
1212-14 Wilshire Medical Building, 
1930 Wilshire Boulevard 




















High Frequency and Light Room 


All Forms of Lights, Mec- 
hanical Vibration and Swedish 
Movements are available at 
The Pope Hospital in the treat- 
ment of patients referred to 
this institution. 








HE Pope Hospital was founded in 

I 1890 and the intervening years have 

found us keeping step with the best 
medical thought of the times. 

This hospital is thoroughly equipped 
for the treatment of Neurological and 
Internal Medicine cases. Careful diagnosis 
and individual study of every case always 
precede’ treatment. Modern laboratory 
methods eliminate all risk of guesswork. 


Our methods include: Hydrotherapy, 
Electrotherapy, Galvanic, Sinusoidal, Static, 
Thermotherapy, Mechanotherapy, Faradic, 
High Frequency and Diathermy. 

No insane, morphine, alcoholic or other 
objectionable cases received at this institu- 
tion. Complete co-operation with home 
physician always. For further information 
or copy of new booklet address 


THE POPE HOSPITAL 


Incorporated 


LOUISVILLE, KY. 





CURRAN POPE, M. D. 
Medical Director 
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CITY VIEW SANITARIUM 


For MENTAL and NERVOUS DISEASES and ADDICTIONS 
ESTABLISHED IN 1907 
AN ENTIRELY NEW PLANT ERECTED IN 1922 


Separate buildings for men and women, ideally arranged and equipped with every facility for the comfort, care and 
treatment of the class of patients received. Situated in the midst of a fifty-acre tract, and surrounded by large grove 
and attractive lawns. Two resident physicians. Training school for nurses. 


References. The medical profession of Nashville 
OHN W. STEVENS, M.D., Physician-in-Ch 
NASHVILLE J ENS, M.D., Physician-in-Charge TENNESSEE 


On Murfreesboro Pike, one-half mile east of old location 











BRAWNER’S SANITARIUM 


For Mental and Nervous Diseases. 


A modern neuropsychiatric hospital with special 
laboratory facilities for the study and treatment 
of early cases. Also a department for the treat- 
ment of drug and alcoholic addictions. 

The Sanitarium is located on the Marietta Elec- 
tric Car Line ten miles from the center of At- 
lanta, near Smyrna, Ga. The grounds comprise 80 
acres. The buildings are steam heated, electrically 
lighted, and many rooms have private baths. 


Address communications to Brawner’s Sanita- 
rium, Smyrna, Ga., or to the city office, 157 
Forrest Avenue, N. E., Atlanta, Ga. 

Dr. Jas. N. Brawner, Medical Director. 
Dr. Albert F. Brawner, Resident Physician. 











ARLINGTON HEIGHTS SANITARIUM 


P. O. BOX 978, FORT WORTH, TEXAS 


For Nervous Diseases and Selected 
Cases of Mental Diseases. 


(Incorporated under laws of Texas) 
BRUCE ALLISON, M.D. 
Superintendent 


JAS. D. BOZEMAN, M.D. 
Resident Physician 
DRS. W. L. ALLISON 
and JNO. S. TURNER 
Consultants 
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LYNNHURST SANITARIUM 


FOR NERVOUS DISEASES AND MILD MENTAL DISORDERS 


Situated in the suburbs of Memphis in a natural park comprising 28 acres of beautiful woodland and ornamental 
shrubbery. Modern and approved methods in construction and equipment. Sanitary plumbing, low-pressure steam heat, 
electric light, fire protection and an abundance of pure water. The elegance and comforts of a well appointed home. 
Rooms single or en suite with private bath. Facilities for giving Hydrotherapy, Electrotherapy, Massage, Physical Cul- 
poe and Rest Treatment. Experienced nurses and house Physician. An improved treatment for Opium-Morphin Ad- 
iction. 

S. T. RUCKER, M. D., Director Medical Department 


Memphis, Tenn. Bell Telephone Connections 




















THE HENDRICKS - LAWS 


A 
: py “a ‘ THE OXFORD RETREAT 


Chas. M. Hendricks, James W. Laws, OXFORD, OHIO 





Medical Directors 


A modern and thoroughly equipped private FOR 
institution for the treatment of all forms of Nervous 
tuberculosis, — at an ideal point, where at- and 
mospheric conditions approach perfection in " 
the enetllbe of such disorders. i full in- Mild Mental Cases 
formation, address T. B. Craft, Business Man- R. HARVEY COOK 
ager. Physician in Chief 


Altitude 4,000 feet. Percentage of Humidity .40 


335 Sunny Days. Average Rainfall 9.12 inches. Write for Descriptive Circular 
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ST. JOSEPH’S SANATORIUM, EI Paso, Texas 


For Tuberculosis 


THE SISTERS OF ST. JOSEPH . 





W. L. Brown, M.D., F.A.C.S. G. Werley, M.D. Stephen A. Schuster, M.D., F.A.C.S. 
Surgery Consultation Franklin P. Schuster, M.D., F.A.C.S. 
Paul Gallagher, M. D. Internal Medicine Ophthalmology and Otolaryngology 
hest Surgery F. D. Garrett, M.D. J. W. Cathcart, M.D., F.A.C.R 
K. D. ao M.D. Gastroenterology Cc. H. Mason, MD. is 
rology 
L. B. Bal, D.DS. a aged 
W W. Waite, M.D. 
BA —— — Bacteriology and Pathology 
. A. Duncan, M.D. : 
nsultation Orville E. Egbert, M.D. D. G. Arnold, M.D. 
Internal Medicine Medical Director Resident Physician 








THE STEWART HOME TRAINING SCHOOL, Frankfort, Ky. 


For the Care and Training of MENTALLY DEFECTIVE CHILDREN 


Expert training, mental development and 
care by specially trained teachers, nurses 
and physician who has devoted his life to 
the study and treatment of cases of arrested 
mental development. 


Delightfully located in the beautiful 
blue grass region of Kentucky. Five hun- 
dred acres of lawn and woodland for pleas- 
sure grounds. Seven elegantly appointed 
buildings, electrically lighted and steam 
heated. Highly endorsed by prominent 
physicians. Write for descriptive catalogue. 
Address 


DR. JOHN P. STEWART 
Box M, Frankfort, Ky. 














THE WINYAH SANATORIUM 


OPERATED BY THE VON RUCK MEMORIAL SANATORIUM, Inc. 
Established in 1888 by Dr. Karl von Ruck 


ASHEVILLE, N. C. 
Medical Staff: Dr. R. E. Flack, Dr. Edw. W. Schoenheit, Dr. Louis Dienes 


A Modern and completely equipped 
institution for the treatment of tuber- 
culosis. High-class accommodations, 
Strictly scientific methods. For par- 
ticulars and rates write to 


WM. A. SCHOENHEIT, 


Business Manager. 





(Please mention this Journal) 
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We Admit Nervous and Mild Mental Cases 
STOKES’ METHOD ONS OF GRADUAL REDUCTION 


In the Treatment of 
ALCOHOLISM AND DRUG ADDICTION 


A quarter of a century of practical operation is your 
assurance that this modern private institution is pre- 
pared to render an efficient service. Fully equipped 
with all the latest scientific equipment and with com- 
plete laboratory facilities. Rates include private room, 
board, general nursing, tray service and medical super- 
vision. Five acres of beautifully wooded private grounds. 
Apply to E. W. Stokes, M.D., Medical Director, Chero- 
kee Road. (Long Distance Telephone East 1488.) 


Rates: DR. STOKES SANATORIUM menes 


$25.00 a Week and Up | QUISVILLE KENTUCKY $25.00 a Week and Up 











St. Elizabeth’s Hospital ' ; 
aan: ian Drs. Keith, Keith 
Staff and Bell 


: te agua M. D., Surgery and Gynecology 

° M.D., Plastic, Thoracic and 746 Francis Bldg. Louisville, Ky. 
Wm. H. Higgins, M.D., Internal Medicine 
O. O. Ashworth, M.D., Internal Medicine 
Austin I. Dodson, M.D., Urology 


Fred M. Hodges, M.D., Roentgenology ? 2 
Thos. W. Wood, D.D.S., Dental Surgery Modern equipped X-Ray Laboratories 
Helen Lorraine, Medical Illustration = 
el caus Office and Hospitals for 
Administration Diagnosis and Therapy 
N. B. Pate....._......_....._........_.....Business Manager 


SCHOOL FOR NURSES 
An ample supply of Radium for 


The Training School is affiliated with Johns 
Hopkins Hospital in Baltimore for a three months’ the treatment of superficial and 
course, each, in Pediatrics and Obstetrics. A course e ° . . ; 
in Public Health Nursing is given as an elective deep lesions in which radium is 
in the Senior year at the Richmond School of indicated. 


Social Work and Public Health which is a depart- 
ment of William and Mary College. All applicants 
must be graduates of a high school or have the 
equivalent education. 


J. PAUL KEITH D. Y. KEITH 
Address 
JOS. CLARK BELL 


Superintendent of Nurses 














SAINT ALBANS SANATORIUM 


RADFORD, VA. 








Medical Staff: 


J. C. KING, M.D. 
JOHN J. GIESEN, M.D. 

IRA C. LONG, M.D. 
A modern, ethical Institution, fully equipped 
for the diagnosis, care and treatment of 
medical, neurological, mild mental and ad- 
diction cases. Ideal location, 2000 feet 
above sea level. Rates reasonable. Railway 
facilities excellent. Write for full details. 
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VON ORMY COTTAGE S ANITOR. For the Teostment of tuberculosis 


W. R. GASTON, Manager F. C. COOL, Assistant Manager R. G. McCORKLE, M.D., Medical Director 


Ideally located near San Antonio, Texas. An institution that offers the proper care of tuberculous patients at mod- 
erate rates. For Booklet and other information please address the Manager. 








WALTER R. WALLACE, M.D. HUGH W. FRIDDY, M.D. 











MEMPHIS, TENN. 
(SUCCEEDING THE WALLACE-SOMERVILLE SANITARIUM) 
For the Treatment of Drug Addictions, Alcoholism, Mental and Nervous Diseases 
Located in the Eastern Suburbs of the City—Sixteen Acres of Beautiful Grounds 
All Equipment for Care of Patients Admitted 
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The Cincinnati Sanitarium 
Inc. 1873 


For Mental and Nervous Diseases. 
A strictly modern hospital fully equipped 
for the scientific treatment of nervous 
and mental affections. Situation retired 
and accessible. For details write for 
descriptive pamphlet. 


F. W. Langdon, M.D., 
Robert Ingram, M.D., 
Visiting Consultants 
. A. Johnston, M.D., 
Medical Director 






H. P. COLLINS, Business Manager 
Box No. 4, College Hill 
CINCINNATI, OHIO 











“REST COTTAGE” Cottage Hill, Cincinnati, Ohio 


For purely ner- 
vous cases, nutri- 
tional errors and 
convalescents. 


Completely 
equipped for hy- 
drotherapy, mas- 
Sages, etc. 


Cuisine to meet 
individual needs. 


F. W. Langdon, 
M. 


Robert Ingram, 
Visiting 
Consultants. 


: 
: 
F 
§ 


D. A. Johnston, 
M.D., Medical 
Director. 


H. P. Collins, 
Bus. Mgr., Box 
No. 4, College 
Hill, Cincinnati, 
Ohio. 
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South Mississippi Ambler Heights 


Infirmary Sanitarium 


Established 1901 
Conducted for incipient and 


convalescent tuberculous cases. 


Standardized 
GENERAL HOSPITAL ASHEVILLE, N. C. 
RADIUM AND X-RAY CLINIC 


Equipment and methods rated (monthly 
average) 99% by the Asheville Board of 
Health for four years. Booklet and in- 


formation upon request. 


W. W. CRAWFORD, M.D. Address 


Surgeon-in-Chief 
DOCTORS AMBLER & AMBLER 


HATTIESBURG, MISSISSIPPI P. O. Box 1861, Asheville 














Westbrook Sanatorium, Richmond, Va. 


THROUGH THE MEDICAL STAFF 
DOCTORS JAS. K. HALL, P. V. ANDERSON AND E. M. GAYLE 


WISHES TO ANNOUNCE TO THE PROFESSION THE OPENING 
OF AN ADDITION TO THE INSTITUTION OF TWO BRICK 
BUILDINGS—ONE FOR THE MEN AND ANOTHER FOR WOMEN. 


HE PLANT now consists of nine separate buildings situated in the midst of grounds which embrace 
eighty-five acres. The lawn is large and beautifully shaded; there are private walks and drives, 
and the institution affords the quietness and serenity of the country within sight of the city. 


Rooms may be had single or en suite, with or without private baths. Small cottages, suitable for one 
patient, are also available. 


Treatment is limited to Nervous Disorders, mild Mental Affections, and to Alcoholic and Drug Habi- 
tuation. Nurses and attendants are trained for this special work and the Sanatorium furnishes every 
facility for the rational treatment of such patients. 


Life in the out-of-doors, combined with properly selected work for each patient, constitutes an impor- 
tant therapeutic measure. 


The three physicians live at the Sanatorium and devote their entire attention to the patients. 


BOOKLET UPON REQUEST 
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NEW YORK POST GRADUATE 


MEDICAL SCHOOL AND HOSPITAL 


Offers a course in 


INTERNAL MEDICINE 


including 


Diagnosis, Cardiology, Pulmonary Diseases, Gastro-Enterology, Endocrines, Me- 


tabolism, Arthritis, etc. 


Courses are of one, two and three months’ duration and are continuous through- 


out the year. 


For descriptive booklet and further information, address 


THE DEAN, 306 East Twentieth Street 


NEW YORK CITY 











Post Graduate 
Courses 


In All Branches For 
PHYSICIANS AND 
SURGEONS 





LABORATORY AND X-RAY 
TRAINING FOR PHYSICIANS 
AND TECHNICIANS 





Graded Courses in 


EYE, EAR, NOSE AND 
THROAT 


For Further Information Address 


POST GRADUATE HOSPITAL 
AND MEDICAL SCHOOL 


2400 S. Dearborn St. 


Chicago, Illinois 











The Tulane University of 
Louisiana 


GRADUATE SCHOOL OF 
MEDICINE 


Approved by the Council on Medical Educa- 
tion of the A.M.A. 


Post-graduate instruction offered in all branches 
of medicine. Courses leading to a higher de- 
gree have also been instituted. 


A bulletin furnishing detailed information may 
be obtained upon application to the 


DEAN 


GRADUATE SCHOOL OF 
MEDICINE 


1551 Canal Street 
New Orleans, La. 
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THE NEW YORK POLYCLINIC 


MEDICAL SCHOOL AND HOSPITAL 


(ORGANIZED 1881) 





(The Pioneer Post-Graduate Medical Institution in America.) 











Gastro-Enterology, Proctology and 
Allied Subjects 








FOR INFORMATION ADDRESS 


MEDICAL EXECUTIVE OFFICER: 345 West 50th Street, NEW YORK CITY 








Courses for Physicians 


Regular graduate medical courses of one, and under certain circumstances of two and three 
years’ duration, leading to appropriate certificates or graduate medical degrees in the following 
separately organized and conducted clinical and medical science departments: Internal Med- 
icine, Pediatrics, Neuropsychiatry, Dermatology, Syphilology, *Radiology, Surgery, Gynecology- 


+ Obstetrics, Orthopedics, Urology, Ophthalmology, Otolaryngology, Proctology, *Biochemistry, 

PHA Tanta *Anatomy, *Physiology, *Pathology, *Bacteriology-Immunology, *Pharmaco-ogy. 
In every course the registration quota is limited. All of the stated regular courses begin an- 
——--—- nually in mid-October except in the case of departments. designated by the asterisks, wherein the 
courses begin whenever vacancy exists in the quota. A ‘“‘year’’ is thirty-two or more weeks, ac- 
Graduate School cording to the department concerned. Certain briefer SPECIAL COURSES (special subdepart- 
mental subjects) are also available, as follows: Tuberculosis, Clinical and Sociologic; Cardiology; 


Rniversity 
of 


| Parasitology and Tropical Medicine; Gastroenterology; Allergy; Diabetes Mellitus, Arteria] Hyper- 

of Medicine tension and Obesity; Electrotherapeutics; Intubation; Basal Metabolism; Clinical Dermatology; 
Neuroanatomy, Neurophysiology and Neuropathology; Neurootology; Clinical Psychiatry; Opera- 

tive Surgery and Surgical Anatomy; Gynecology for the General Practitioner; Cystoscopy 

(Women); Orthopedic Diagnosis; Operative Orthopedics; Ophthalmic Operations; Ocular Peri- 


| metry; Ocular Musculature; Ocular Refraction; Slit Lamp Microscopy; Ophthalmic Histology, 
The Medico-Chirurgircal | Pathology and Bacteriology; Laryngoscopy, Bronchoscopy and Esophagoscopy; Otologic (Cada- 
ver) Operations; Oto.aryngologic (Cadaver) Operations; Correction of Defects of Speech; Clin- 


College ical Biochemistry. 
~ Address: Dean, Graduate School of Medicine, University of Pennsylvania, Philadelphia 


UNIVERSITY OF MARYLAND, SCHOOL OF MEDICINE 
COLLEGE OF PHYSICIANS AND SURGEONS 


Requirements for Admission—Two years of college work, including English, Chemistry, Biology 
and Physics, in addition to an approved four years high school course. 

Facilities for Teaching—Abundant laboratory space for equipment. Two large general hospitals 
absolutely controlled by the faculty and several hospitals devoted to specialties, in which clinical teach- 
ing is done. 


For catalogue apply to J. M. H. Rowland, M.D., Dean, N. E. Cor. Lombard and Greene Sts. 
Baltimore, Md. 
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AT THE MENOPAUSE 


The distressing symptoms that so frequently accompany the climacteric, but more particularly the ag- 
gravated symptoms of the artificial menopause, are often controlled by the administration of 
LUTEIN TABLETS, H. W. & D. 
LUTEIN SOLUTION AMPULES, H. W. & D. 


The choice of the medication depends, of course, on the judgment of the physician as to whether oral or 
hypodermatic administration is indicated. Both products represent the 


CORPUS LUTEUM OF THE SOW 


unmodified by treatment with solvents or by exposure to temperatures above animal body heat in the 
drying process. All separation of extraneous matter is made by mechanical means and all drying is 
in vacuo. The unaltered corpus luteum should, therefore, be presented in our products and clinical ex- 
perience with them should demonstrate their therapeutic activity. 

Ovarian dysfunction as evidenced in dysmenorrhea and amenorrhea is also an indication for Lutein medi- 
cation, and if the diagnosis of such dysfunction is reasonably well established, definite therapeutic re- 


sults mav be expected. 
WHOLE OVARY TABLETS, H. W. & D. 
OVARIAN RESIDUE TABLETS, H. W. & D. 


are also offered for those who prefer, for certain indications, the use of the whole gland or of the residue 
remaining after corpus luteum separation. 


LITERATURE FURNISHED Upon REQUEST 
H. W. & D—SPECIFY—H. W. & D—SPECIFY—H. W. & D.—SPECIFY—H. W. & D. 


HYNSON, WESTCOTT & DUNNING 
BALTIMORE, MD. 














AN INEXPENSIVE MONEY SAVER 


STER-TABS 


Anti-Rust Tablets 


Efficient - Convenient - Economical 








- B 2] Cpe 
pues (°° ] CCAUSE: 
| STER-TAB 1. Prevents rusting, staining and in sterilizer uncoated with scale. 
| Amtl-Ruse Tablets im =corrosion of instruments during 5. Saves money. Lowers cost of 
: sterilization. instruments and sterilizer through less 
2. Prevents formation of scale in frequent replacement. 
sterilizer and clogging of faucet. 6. Saves money by keeping down 
3. Dissolves scale already formed. electric current bills by increased 
4. Saves time. Water boils quicker efficiency of sterilizer. 











DIRECTIONS 
Simply add two Ster-Tabs to each quart of water in sterilizer. 
Bottle of 100 Ster-Tabs-___...........$ .75 Postage .07 
Bottle of 500 Ster-Tabs._................ 3.25 i Prepaid 
Bottle of 1000 Ster-Tabs_.............. 6.00 = : 


Bedsole-Colvin-O’Dell Drug Co. 


Formerly Doster-Northington, Inc. 


BIRMINGHAM, ALA. MOBILE, ALA. 
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CLINICAL AND X-RAY FINDINGS IN 
INTESTINAL TUBERCULOSIS*} 


By M. L. McCtiune, M.D., 
and 
C. P. Water, M.D., 
Oteen, N. C. 


I shall take up one of the complications of 
pulmonary tuberculosis and give a short resume 
of symptoms and the method by which we arrive 
at a diagnosis. 


We are at present, in this Hospital, making 
a study of tuberculous enteritis, and while the 
work is being carried on along the lines laid 
down by Brown and Sanson, of Saranac Lake, 
in their recent book, we have ourselves been 
unable to draw any very definite conclusions. 
However, after running a long series of cases, 
which has been studied from the clinical as well 
as the x-ray standpoint, and in many instances 
having the benefit of post-mortem examinations, 
we have at least attained a more comprehensive 
idea of the condition, especially as seen in the 
type of case treated in this Hospital. 


As for the diagnosis, we consider that the 
cases are almost all of the far advanced type. 
In other words, we depend to a great extent 
upon what is above the diaphragm in drawing 
our conclusions. The symptoms are more or 
less indefinite; and while pain, nausea, vomiting, 
the condition of the bowels, the character of the 
stools and the relation of certain foods must 
necessarily be investigated in all cases before 
making a definite diagnosis, some of the cases, 
with severe ulceration and marked degree of de- 
struction, as found at autopsy, have, before 
death, presented few, if any, symptoms referable 
to the abdomen, and surprisingly frequently the 
reverse has been found, which tends to show that 





*Clinic, Clinic Session, U. S. Veterans’ Hospital 
(Oteen), Southern Medical Association, Twenty-Second 
Annual Meeting, Asheville, North Carolina, November 
12-15, 1928. 
+From the U. S. Veterans’ Hospital. 





symptoms do not depend necessarily upon the 
extent of the pathological damage. 


The x-ray reveals more or less constant find- 
ings, there being generalized hyper-motility, lo- 
calized hyper-motility distal to the diseased part; 
and some stasis proximal to it has been observed 
in some of our cases. However, a generalized 
hypermotility is the most constant finding. A 
ragged filling of the cecum and its inability to 
retain the barium are of diagnostic importance. 

For the sake of a classification of tuberculous 
enteritis, from the clinical standpoint, taking 
into consideration the onset, symptoms and 
cause, it may be divided into four groups: 


(1) In this group, the condition frequently 
starts with what is diagnosed by the patient 
himself as a “bilious’ attack. He has pains in 
the abdomen, soreness along some portion of the 
colon with some generalized tenderness on the 
right side accompanied by passage of large 
amounts of gas. The temperature is slightly 
higher, there is more general malaise and head- 
ache, and at this time alternating attacks of 
constipation and diarrhea occur. The symp- 
toms become progressively worse, the tempera- 
ture becomes higher, the patient continuing to 
retrogress and lose weight, especially if proper 
treatment is not instituted. In some instances 
the condition is apparently unaffected by treat- 
ment. 

(2) Other cases start more insidiously, hav- 
ing some generalized abdominal uneasiness ex- 
tending over a long period of time. Their 
symptoms are not marked enough to cause much 
complaint and usually an attempt is made to 
remedy the condition by simple medication and 
some alteration of the diet. These cases fre- 
quently show great improvement without much 
effort, especially if the chest and general physi- 
cal condition can be improved. This type is 
more prone to improve than the preceding one, 
but some develop what is first thought to be a 
simple diarrhea, which is not controlled by or- 
dinary measures. About this stage colic-like 
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pains develop; the stools become more watery 
and very offensive; the appetite becomes pro- 
gressively poorer; nausea and vomiting are next 
in line; and the case goes rapidly down. 


(3) Then there are the cases that remain con- 
stipated during the course of the disease, with 
symptoms not marked. They have some nausea, 
pains in the back, large amounts of gas, and 
especially do they notice their inability properly 
to handle tomatoes, raw apples, corn, spinach, 
cucumbers, oysters, greases and other such foods. 
The extent of nausea and vomiting depend largely 
upon the type of food. This group will get 
along very well as a rule if the chest will give 
them a chance. 

(4) In this last group fall the cases that usu- 
ally come to the Hospital in a good state of 
nutrition, early cases but with little resistance. 
They go rapidly down and die after being in a 
state of toxic delirium. While not a symptom 
can be elicited referable to the gastro-intestinal 
tract, widespread destruction is found at au- 
topsy. 

Palpation of the abdomen in a case of tu- 
berculous enteritis reveals surprisingly few find- 
ings. The abdomen is usually soft, flaccid with 
no masses, but some slight tenderness just above 
the umbilicus in the midline or in the appendix 
area and very rarely over the descending colon. 
Some gas may be present and palpation fre- 
quently stimulates peristaltic waves, which can 
be very readily noticed. 

To summarize, we arrive at a diagnosis: first, 
from the condition of the chest; second, from 
the history; third, from the symptoms; fourth, 
from the physical examination; and fifth, from 
the x-ray. 

We shall now present the gastro-intestinal 
plates of four cases, with the history, symptoms 
and diagnosis of each. 


GASTRO-INTESTINAL SURVEYS 


Case 1—The patient states that he was told by a 
private physician in 1921 that he had pulmonary tuber- 
culosis. He followed his advice, in part, but continued 
working until July of 1927. During this period he had 
some cough, occasional night sweats, with some loss of 
weight. He was admitted to this Hospital October 7, 
1928. Diagnosis on admission was pulmonary, chronic, 
moderately advanced tuberculosis, “B.” 

He states that he has had symptoms of indigestion, 
heartburn and belching after meals since 1918. In Oc- 
tober of 1926 a rectal fistula developed, which was 
operated upon. His abdomen really became bad in 


March, 1927. At that time he developed severe abdomi- 
nal pain of cramp-like character, which had no rela- 
tion to meals. 


The abdomen was distended by gas, 
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but he had no nausea or vomiting, and his bowels were 
regular. 

His abdominal symptoms steadily increased in se- 
verity and in July, 1927, an exploratory operation was 
performed. The surgeon told him that he found evi- 
dences of tuberculosis of the intestines, also stomach 
ulcers and an infected appendix, which was removed. 
He had a good convalescence from the operation and 
felt better afterwards. His abdominal pain largely dis- 
appeared for a time, but recurred with great severity 
in January of this year. At that time his bowels be- 
came loose, he had six to eight loose, watery, offensive 
movements a day, with a great deal of abdominal pain 
and distention. In April, he entered a private sanita- 
rium and shortly afterwards his abdominal symptoms 
began to improve, as did his general condition. He 
states that he has gained 32 pounds in weight since 
then. But the bowels have continued loose. He has 
less abdominal pain and discomfort, bowel movements 
are less offensive than formerly. He says that fruit 
and coarse vegetables increase his abdominal symp- 
toms. 

The abdomen presents a long scar midline, which 
appears recent, is well rounded, apparently somewhat 
distended, but soft and flaccid. Definite tenderness is 
elicited by palpation over the region of the cecum 
and ascending colon. Stool examinations were negative 
except for some undigested food particles. 

The history, physical findings and gastro-intestinal 
x-ray are all indicative of tuberculous enteritis. 


X-Ray.—Examinations were made at the sixth, sev- 
enth, eighth, tenth, twenty-fourth and forty-eighth 
hours after ingestion of a barium meal. At the seventh 
hour the stomach was shown empty, the coils of the 
terminal ileum were filled. The cecum contained only 
a few scattered barium masses and the ascending, trans- 
verse, descending colons and the sigmoid contained 
barium in stringy distribution throughout. The rectal 
ampulla at this time was distended with the barium 
suspension. At the seventh hour the terminal ileum 
had emptied. The cecum and ascending colon were 
poorly filled and the same stringy distribution was pres- 
ent in the transverse colon and in the first half of the 
descending, as was shown on the films taken an hour 
earlier. However, the sigmoid and the rectal ampulla 
had emptied. At the eighth hour much of the barium 
had passed from the cecum and ascending colon so 
that this part of the intestines was more raggedly filled 
than was shown on the film taken an hour earlier. At 
this time the transverse and descending colon and the 
sigmoid had emptied into the rectal ampulla. At the 
tenth hour the tract, except for the sigmoid and rectal 
ampulla, was almost entirely empty. There were, how- 
ever, thin strings of barium in the cecum in the first 
part of the transverse colon, as well as in the distal 
portion of the transverse colon. At the twenty-fourth 
hour the tract was entirely empty. 


Summary.—Localized hypermotility involving the 
cecum and ascending colon was observed, and gen- 
eralized hypermotility involving the entire intestinal 
tract. There is no ileal stasis. Defective filling of the 
cecum and ascending colon was observed in all of the 
earlier films. There was a break in the column between 
the terminal ileum and the ascending colon, shown at 
the sixth hour. 


Conclusions—These findings seem to indicate or- 
ganic disease involving the cecum and ascending colon, 
and possibly also the transverse. 
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This film is interesting because of the little pul- 
monary condition compared with extensive intestinal 
changes. He gains in weight. Activity is nihil. He has 
considerable diarrhea. There has been intestinal dis- 
turbance for nine years. He is fat and alert. No im- 
pression that he is ill is obtained when one sees him. 


Case 2—This case was first definitely diagnosed as 
pulmonary tuberculosis in the early part of 1925. The 
patient states that he had not been very well since an 
attack of influenza in 1919. Following that attack he 
had recurring severe colds, attended by fever and con- 
siderable prostration. His health gradually failed until 
he broke down in 1925. He has had two previous pe- 
riods of hospitalization here; and was recently re- 
admitted, October 3, 1928, with a diagnosis of pul- 
monary, chronic, far advanced tuberculosis “C.” 


His first abdominal symptoms occurred in Novem- 
ber, 1927. He began to have cramping pains in the 
abdomen, attended by accumulations of gas; his appe- 
tite decreased about that time; abdominal pains stead- 
ily increased in severity, but up to about three months 
before his bowels were regular. Since that time he has 
had recurring short periods of bowel looseness, lasting 
one or two days at a time. At these times he has 
four or five watery, offensive movements a day, at- 
tended by the passage of considerable gas. During the 
interim his bowels are regular. He has one formed 
movement a day; severe griping pain remains the same, 
worse in the afternoon and evening. He has had 
practically no nausea or vomiting. When questioned 
as to the effect of foods, he says that all kinds of fruit 
seem to disagree, but he has not noticed any particular 
effect with special foods. 


His abdomen presents an appendectomy scar in the 
appendix region; is flat, soft and flaccid; palpation re- 
veals definite tenderness in the middle just above the 
umbilicus. There is also a small area of tenderness in 
the region of the splenic flexure. 

X-Ray.—Examinations were made on this case at 
the sixth, seventh, eighth, tenth, twenty-fourth and 
forty-eighth hours after ingestion of the barium meal. 
At the sixth hour the stomach was empty. The head 
of the column had reached the midpoint of the de- 
scending colon. The cecum was raggedly filled and 
constricted in its midportion. The ascending colon, as 
well as the proximal half, was poorly filled and showed 
no haustration. The distal half of the transverse colon 
and the proximal half of the descending were fairly 
well filled and haustrated. At the seventh hour the 
cecum had completely emptied itself while the ascend- 
ing colon and the proximal half of the transverse colon 
contained barium raggedly distributed. The terminal 
ileum was still filled at this time. The eighth hour 
showed practically the same condition as also did the 
ten-hour film, but at the tenth hour the descending 
colon, as well as the rectal ampulla, were empty. At 
the twenty-fourth hour the tract was empty except 
for scattered masses of barium throughout the descend- 
ing colon, the sigmoid, and the rectal ampulla. 

Summary.—Hypermotility was shown at both the 
sixth and twenty-fourth hours; localized hypermotility 
involving the cecum; definite defective filling involving 
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the cecum, ascending and proximal half of the trans- 
verse colons; a gap between the terminal ileum and 
the ascending colon was shown at the seventh, eighth 
and tenth hours. 


Conclusions —There is organic disease involving the 
cecum, very probably also the ascending and proximal 
half of the transverse colon. 


History, physical findings and x-ray are all indicative 
of tuberculous enteritis. This is a far-advanced case 
of pulmonary tuberculosis, perhaps generalized. 


Case 3.—The diagnosis of pulmonary tuberculosis in 
this patient was first established in 1926, but he had 
been feeling badly for a couple of years previously. 
He was hospitalized at Legion, Texas, and also Dayton, 
Ohio, for varying periods since 1926, and was admitted 
here August 2, 1928, with a diagnosis of pulmonary 
tuberculosis, far advanced “‘B.” 

The patient stated that he had no digestive disturb- 
ances of any kind up to about two months before he 
entered Oteen Hospital. Prior to that time his bowels 
were regular, appetite was good, he had no discomfort. 
About two months before his bowels became loose, he 
had from six to eight loose, watery movements a day, 
sometimes attended by considerable gas. This trouble 
has persisted to the present time, sometimes slightly 
better. His bowels are still loose, and movements are 
attended by considerable cramp-like pains. He has 
had no nausea and has vomited only two or three times 
in all. These vomiting spells were occasioned by vio- 
lent cough. He has not noticed any particular effects 
from different articles of food, except on one occasion, 
since he was hospitalized here, when he ate some plums. 
These, he says, tore him to pieces. His pain and diar- 
rhea were very bad afterwards. 

The abdomen is normal in contour, soft and flaccid. 
He complains of slight tenderness to pressure over the 
lower portion to the right of the midline. Palpation is 
attended by gurgling of gas. 


X-Ray.—Films were made on this case at the fourth, 
sixth, seventh, eighth, tenth, twenty-fourth and forty- 
eighth hours after ingestion of the barium meal. At 
the fourth hour the stomach was empty and the entire 
barium meal was distributed through the small intes- 
tines. At the sixth hour the cecum, ascending and 
first portion of the transverse colon contained small 
flakes of barium. The midportion of the transverse 
colon, however, was fairly well filled and haustrated. 
The bulk of the meal was still in the small intestine. 
At the seventh hour the terminal ileum was almost 
empty, the cecum and ascending colon still contained 
small flakes of barium scattered throughout. The trans- 
verse colon was well filled throughout almost its entire 
length. At the eighth hour there was a small amount 
of barium remaining in the terminal ileum, but the 
cecum, ascending, transverse and descending colons were 
entirely empty and there remained at this time two 
small masses of barium in the sigmoid and in the rectal 
ampulla. At the tenth hour the terminal ileum had 
emptied itself and the tract was entirely empty of 
masses in the sigmoid and rectal ampulla. The few 
flakes of barium which were present in the terminal 
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ileum at the eighth hour had apparently passed through 
the colon and were now in the sigmoid. At the twenty- 
fourth hour the tract was empty except for a small 
mass remaining in the ampulla. 


Summary.—There was definite localized hypermotility 
involving the cecum and ascending colon. This part 
of the intestine was not shown filled on any of the 
series. There was a gap between the terminal ileum 
and the transverse colon shown at the sixth, seventh 
and eighth hours. There was hypermotility at the 
tenth hour, the tract at this time being almost entirely 
empty. 

Conclusions —Organic disease involves the cecum and 
ascending colon. 

The patient has tuberculous enteritis from both a 
clinical and x-ray standpoint. 


Case 4.—The patient states that his health was good 
until March of this year. At that time he developed 
pain in the chest following exposure and a month or so 
later his condition was diagnosed as pulmonary tuber- 
culosis. He was admitted to this Hospital July 24, 
1928. Diagnosis on admission was chronic pulmonary 
tuberculosis, far advanced “B.” 

Shortly after admission here his bowels became con- 
stipated, but he had no definite abdominal pains until 
about the middle of September. Since that time he 
has a great deal of abdominal discomfort, with severe 
griping pain, coming on particularly after meals. All 
kinds of food seem to disagree. This plan has been ac- 
companied by considerable gas formation. For some 
time past his bowels have been regular, one movement 
a day, sometimes formed and sometimes soft. For the 
last three or four nights the abdominal pains have 
been so severe as to keep him awake. Early this morn- 
ing his bowels became loose for the first time and 
within the last five or six hours he has had five loose, 
watery movements His appetite has remained fairly 
good. He states that he has lost five pounds in weight 
since admission to the Hospital. 


The abdomen is normal in contour, somewhat tense, 
some slight general soreness is elicited by palpation, 
with definite tenderness over a small area in the midline 
just below the umbilicus. 


X-Ray.—Films were made on this case at the sixth, 
seventh, eighth, tenth, twenty-fourth and forty-eighth 
hours after ingestion of the barium meal. At the sixth 
hour the cecum was raggedly filled, the ascending and 
two-thirds of the transverse colon were well filled and 
well haustrated. Coils of the terminal ileum were still 
filled at this time. At the seventh hour there were 
scattered flakes of barium throughout the cecum, as- 
cending and transverse colons, the greater portion of 
the meal having emptied into the descending colon and 
the sigmoid. At the eighth hour the terminal ileum 
was still filled and the cecum, though raggedly filled, 
was better outlined than at the seventh hour. However, 
the same flaky distribution was present in the ascend- 
ing and transverse colon, and at this hour the descend- 
ing colon had almost entirely emptied into the rectal 
ampulla. At the tenth hour the terminal ileum had 
entirely emptied. The cecum and ascending colons 
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were poorly filled, but the transverse colon was again 
well filled and well haustrated. At the twenty-fourth 
hour the tract was entirely empty. 


Summary .—Localized irritability involves not only the 
cecum, but the ascending and transverse colons, as well. 
This part of the colon filled and completely emptied 
twice during the series from the sixth to the twenty- 
fourth hour. There was no ileal stasis. There was 
hypermotility shown best at the seventh hour and 
at the twenty-fourth. 


Conclusions —The findings indicate organic disease in- 
volving the cecum and ascending colon and probably 
also the transverse colon. 


This patient has tuberculous enteritis from both a 
clinical and x-ray standpoint. 


* * * * * 


Post-Mortem Pathological Diagnosis—There is chronic 
pulmonary tuberculosis, with cavitation, caseation, fibro- 
sis, bronchopneumonia, hypertrophy of liver and spleen, 
glomerular nephritis, passive congestion of the liver, 
spleen, kidney, lung; multiple ulcers in the stomach; 
ulcer in the duodenum; extensive tuberculous ulcera- 
tion in intestines, mesenteric tuberculosis; edema in 
both feet; ascites, and distension of the heart. 


This is the body of a well developed, fairly well 
nourished white male, aged 26 years. Both feet are 
quite edematous, the abdomen is distended, and gives 
evidence of containing fluid which amounts to over 
400 c.c. The intestines are greatly distended, con- 
taining air. These organs are ulcerated, practically 
every loop exhibiting a tuberculous ulcer. The stomach 
contains a great deal of bile tinted liquid fecal material. 
Both the duodenum and the distended stomach show 
the presence of ulcers, which in the stomach are mul- 
tiple. Erosions are also present in that organ. The 
liver weighs 2700 grams, while the spleen weighs 
over 500 grams. Both organs are solid, heavy and 
tough. They show evidence of increased connective 
tissue, as well as passive congestion. Both kidneys are 
enlarged and pale. Their cut surface shows a greatly 
increased parenchyma with diminution in the size of 
some of the pyramids; the glomeruli are prominent, 
often injected by blood and stria made by - distended 
vessels are seen. 

The mesenteries are studded with enlarged caseous 
glands. The appendix is firmly adherent to the cecum. 
The pancreas is edematous. The right lung is composed 
of two lobes only, the third lobe being represented 
merely by a notch. There is some chronic tuberculosis, 
represented by a few small, caseous foci. There are, 
however, miliary foci in goodly number. In addition, 
there is extensive bronchopneumonia; also passive con- 
gestion and marked edema. The other lung is firmly 
adherent to a thickened pleura, which in turn is ad- 
herent to the thoracic cavity. The lung can be freed 
with difficulty only. On cross section it shows a mul- 
tilocular, more or less compressed, cavity, containing 
a large blood clot. The rest of the lung shows ex- 
tensive caseation and fibro-caseation, in addition to an 
existing edema. The heart is tremendously distended. 
It contains thin, liquid blood, which when removed 
showed a pale wall, a flabby structure in which were 
found no valvular changes. 
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INDUCED SYPHILITIC MENINGITIS 
(NEURORECURRENCE)*} 


By Hucu J. Morcan, M.D., 
Nashville, Tenn. 


In the title of this paper the term “induced 
syphilitic meningitis” is used in preference to 
“neurorecurrence” or ‘‘meningorecurrence.” This 
is done because in the former term the word 
“induced” emphasizes that a factor or factors 
other than those which usually operate in syphi- 
litic disease are present in the condition under 
discussion. Although it is probable that there 
is more than one factor, we are certain of at 
least one, and it is my purpose to direct your 
attention to it. It is introduced into the disease 
process from without. It has to do with the 
treatment the patient receives at the hand of 
his or her physician. 

Since the advent of arsphenamin the treat- 
ment and to a less extent the diagnosis of syphilis 
have tended to become specialized. This spe- 
cialization in the disease is reflected in the 
paucity of literature on the subject in the general 
journals, and in the increasing volume of litera- 
ture on the subject in the special journals. As 
a result the physician doing general practice 
has little opportunity to acquaint himself with 
advances in knowledge of the disease or its 
treatment. 

To a very large extent the stimulus to special- 
ization which followed the discovery of arsphen- 
amin has been offset by the advent of neo- 
arsphenamin and other arsphenamin deriva- 
tives. The technical difficulties inherent in 
treatment with arsphenamin do not obtain when 
neo-arsphenamin is used. The physician has in 
it a drug which is administered with ease and 
with but little immediate danger to the patient. 
In the early stages of syphilis the immediate 
therapeutic result is brilliant. For these and 
other reasons physicians of limited experience 
in syphilis often treat the disease in the primary 
and secondary stages. Except in larger cities 
where special clinics are available or where there 
are established syphilologists, patients with early 
syphilis are dependent upon the general prac- 
titioner for treatment. It is safe to say that the 
majority of cases of early syphilis are treated 
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by the general practitioner either through choice 
or necessity. 

It is the profound conviction of those espe- 
cially interested in this disease that the average 
physician who administers anti-syphilitic treat- 
ment is not cognizant of the following facts: 
first, the majority of cases of primary or sec- 
ondary syphilis are curable, a statement which 
probably cannot be made of late or chronic 
syphilis; second, the prophylactic treatment of 
vascular syphilis (syphilis of the aorta and other 
blood vessels), and of parenchymatous syphilis 
of the central nervous system (paresis, tabes 
dorsalis) is the only entirely satisfactory treat- 
ment, and this must be administered early in the 
disease. These two facts alone place a tre- 
mendous responsibility upon the individual treat- 
ing early syphilis. He has within his grasp the 
opportunity to cure syphilis and to prevent the 
incurable, disastrous, late manifestations of the 
disease. It therefore behooves those undertak- 
ing early treatment to know what constitutes 
modern. standards of therapy and to be familiar 
with the dangers incident to deviations from 
such standards. 

In the Syphilis Clinic at Vanderbilt University 
Hospital Dr. Morrissey and I have adopted the 
plan of treatment for early syphilis advanced 
by Moore and Keidel'. This consists essentially 
of long courses of arsphenamin separated by 
shorter courses of mercury or bismuth, the un- 
derlying principle of the plan being the con- 
tinuous administration of a treponemicidal drug 
over a period of at least a year after all clinical 
and serological evidence of disease has disap- 
peared. Our experience with this plan of treat- 
ment is too limited to warrant an opinion con- 
cerning its value. Moreover, it is not my pur- 
pose to discuss refinements in anti-syphilitic 
therapy. It (the Moore-Keidel plan) meets 
the basic requirements for intensive and pro- 
longed treatment for early syphilis and it is this 
which I wish to emphasize. The physician who 
undertakes the treatment of early syphilis with- 
out realizing, and making clear to his patient, 
that treatment must be intensively carried out 
for many months after the disappearance of 
lesions and after reversal of blood and spinal 
fluid Wassermann reactions to normal, is doing 
a grave injustice both to his patient and to him- 
self. That many patients will not cooperate is 
certain, but this does not relieve the physician 
of his responsibility in the matter. The conse- 
quences of failure are too grave. 

In practice one sees innumerable cases of 
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chronic, hopeless syphilitic disease which, had 
adequate treatment been administered during 
the acute stage of the infection, would never 
have developed. Such cases are encountered on 
every hand and are easily recognized. The fol- 
lowing cases of grave syphilitic disease are of a 
different type. They represent manifestations 
of acute and not chronic disease. Cases of this 
sort are frequently interpreted as being natural 
manifestations of syphilitic infection, whereas 
they are actually induced manifestations. Their 
production is dependent upon haphazard, inade- 
quate treatment received in the primary or sec- 
ondary stages of this infection. 


Case 1—A white man, 25 years old, admitting ex- 
posure to venereal infection, developed a _ painless 
lesion on the penis which was considered non-syphilitic 
by his physician. Approximately two months later a 
diagnosis of secondary skin syphilis was made by a 
second physician. Treatment was instituted and con- 
tinued until three injections of neoarsphenamin had 
been received. Then, on the advice of a third physician 
and because of the absence of clinical or serological 
(blood) evidence of syphilis, treatment was discon- 
tinued. Eight weeks later he developed continuous 
headache. This persisted for several days without in- 
terfering with his work as a salesman. On the evening 
of the ninth day before his admission to the Vanderbilt 
University Hospital, he retired early, complaining to a 
friend that his head had ached badly all day. The 
following morning he was found on the floor of his 
room in a dazed state, disoriented as to time and place 
and with no recollection of what had transpired dur- 
ing the night. There was an abrasion on the tongue 
and lip and a superficial scalp wound was present. 
These findings led the attending physician to the con- 
clusion that he had had a generalized convulsive seizure. 
For nine days he was unmanageable and his mental 
state was such that his mother questioned his sanity. 
He continued to complain bitterly of headache and 
talked irrationally at times. Just prior to his admis- 
sion to the Hospital he was conversing with his mother 
when suddenly he became quite pale. Immediately his 
hands and arms became rigid, his head was drawn to 
the right side, and conjugate deviation of the eyes to 
the right occurred. No clonic movements were ob- 
served and there was no loss of sphincter control. In 
the course of a few moments his body relaxed and he 
began talking in a disconnected, incoherent fashion. He 
came under observation nine days after the onset of 
his illness, and on the day of this, his second con- 
vulsive seizure. 

His temperature was 98° F. on admission, but rose 
shortly to 100°, and varied between these figures dur- 
ing his stay. The pulse rate varied between 80 and 90 
per minute. His respirations were normal. He was 
restless, apprehensive, easily excited, and tremulous. He 
complained that his “mind seemed clouded” and that 
he could not remember clearly recent events. He suf- 
fered intensely from generalized headache which could 
be only temporarily and partially relieved. The skin 
and mucous membranes were normal except for the par- 
tially healed abrasions of the tongue, cheek and scalp. 
A few shotty glands were palpable in the inguinal and 
posterior cervical regions. No generalized glandular 


SOUTHERN MEDICAL JOURNAL 


August 1929 


enlargement was present. The remainder of the general 
physical examination revealed only the following pos- 
itive findings: there was distinct hyperemia of the reti- 
nae, with fullness of the veins and indistinctness of the 
borders of the optic discs. There were no signs of 
meningeal irritation except brisk, though not distinctly, 
hyperactive reflexes. A circumscribed penile scar was 
present in the sulcus near the frenulum- The usual 
examinations of the urine and blood revealed normal 
findings. The Wassermann reaction with the blood 
was negative, with both alcoholic and cholesterinized 
antigens. The Kahn test for syphilis was doubtful, dis- 
tinct precipitation occurring in only one of the three 
dilutions of antigen used. A lumbar puncture was per- 
formed on the day of admission. The cerebrospinal 
fluid was under definitely increased pressure and con- 
tained 80 cells per cubic millimeter. The test for globu- 
lin was strongly positive and the colloidal mastic test 
was recorded 2343210000. The Wassermann reaction 
was positive, with 1.0 c.c. and 0.5 c.c. of fluid. 


The diagnosis of syphilitic relapse or recurrence was 
made. The case clearly belonged to the “meningeal re- 
currence” or “meningorecidive”’ group. Anti-syphilitic 
treatment resulted in a prompt symptomatic cure of 
the meningitis with return of the spinal fluid findings 
to normal after approximately 8 grams of neo-arsphen- 
amin and 7 grains of the salicylate of mercury were 
given. Intensive treatment was continued. 


Case 2—A 23-year-old colored man was first seen 
in the secondary stage of syphilitic infection. A maculo- 
papular skin eruption and generalized adenopathy were 
present, as were mucous patches in the mouth and 
throat, and perianal condylomata. The Wassermann 
and Kahn tests were positive. The Moore-Keidel plan 
of treatment for early syphilis was instituted. He re- 
ceived four weekly injections of arsphenamin (0.4 gm.), 
after which he was symptomatically cured, and he dis- 
continued treatment. Efforts on the part of the Social 
Service Department to have him return were unsuc- 
cessful and after one month were abandoned. Eleven 
weeks elapsed without treatment, at the end of which 
time he returned to the Clinic complaining of headache. 
He then stated that he had been unable to work for 
three weeks on account of headache, weakness, general 
malaise, and “queer, unnatural feelings in his head.” 
For two weeks he had been confined to his bed. A rel- 
ative stated that he had had two convulsions during 
this period. ; 

On examination the patient was found to be irritable 
and restless. Questions were answered slowly and in- 
accurately. He was dazed and complained bitterly of 
headache. Physical examination, except for the pres- 
ence of a general glandular enlargement, was entirely 
negative. No physical signs of meningeal irritation 
were present. The cerebro-spinal fluid was under nor- 
mal pressure. It contained 430 cells per cubic mm. and 
gave a positive reaction for globulin. The Wassermann 
reaction was positive, with 1 c.c. and 0.5 c.c. of fluid. 
The colloidal mastic reading was 5555554210. 

The case was diagnosed meningo-recurrent syphilis. 
Vigorous anti-syphilitic treatment resulted in prompt 
symptomatic relief, with reversal of the spinal fluid 
Wassermann reaction within one month. The patient’s 
treatment is being continued. 


Case 3——The patient, a 52-year-old white farmer, 
was first admitted to the Vanderbilt University Hospital 
in 1925 because of a skin eruption and penile sore. 
Physical examination revealed a characteristic Hunterian 
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chancre, a maculo-papular skin eruption over the trunk, 
face and upper extremities, and several ulcerated, gray- 
ish lesions in the buccal mucosa and the mucous mem- 
brane of the gums and soft palate. The corners of 
the mouth were fissured and bleeding. A general glan- 
dular enlargement was noted. There was no fever and 
the remainder of the general physical examination was 
essentially negative. A dark field examination of ma- 
terial obtained from the penile lesion revealed Trepo- 
nema pallidum. The Wassermann reaction with blood 
serum was positive. 

A diagnosis of primary and secondary syphilis was 
made and anti-syphilitic treatment was immediately in- 
situated. 

During his thirteen-day stay in the Hospital the pa- 
tient received three doses of arsphenamin. He improved 
rapidly. The mucous membrane and skin lesions faded 
almost to the point of complete disappearance and the 
chancre resolved rapidly. He was transferred from the 
Hospital to the Outpatient Department for further treat- 
ment. The importance of prolonged and thorough 
treatment was emphasized. He did not report to the 
outpatient department for treatment, but returned to 
his home in the country, where he remained for thirteen 
months. Shortly after his arrival home he began to 
feel badly. He became weak, developed pain in his 
bones, and the rash returned. The latter appeared and 
disappeared several times during the year, as did the 
sores in the mouth. About eight months after his dis- 
charge from the Hospital he developed severe shooting 
pains in the lumbar spine which at times radiated up- 
ward to the occiput and downward into the legs. There 
occurred a steady decline in his general health. For 
a period of several weeks in the fall he suffered with 
paresthesia and weakness of the lower extremities. The 
latter symptom gradually became worse and after three 
months he was forced to bed because of inability to 
walk. At about this time he began to suffer with sharp 
cramping pains in the lumbar region associated with 
involuntary jerking contractions of the deep muscles of 
the back. Urinary and fecal incontinence supervened. 
All of these symptoms persisted until his second admis- 
sion to the Hospital. 

At this time the skin eruption was extensive and, in 
type and distribution, was not unlike that present thir- 
teen months previously: The presence of symmetrically 
placed papules showing a tendency to grouping and to 
pigmentation was noted. There were numerous mucous 
patches in the mouth and moist papilliform lesions 
around the anus. The neurological examination re- 
vealed the presence of a partial paraplegia. There was 
marked general weakness without complete paralysis of 
all of the muscles of the lower extremities and of the 
lower abdominal muscles. The patient was unable to 
stand and could lift his legs from the bed only with 
great difficulty. There was some spasticity and slight 
resistance to passive movement. A poorly sustained 
ankle clonus and patellar clonus was present on both 
sides. The deep reflexes of the lower extremities were 
hyperactive. The Babinski, Gordon and Oppenheim 
signs were negative. The patient was incontinent 
of urine and feces. A wide zone of hyperesthesia ex- 
tended around the body at the level of the twelfth 
dorsal segment, below which he complained of pares- 
thesia. The sense of pain, of touch and of temperature 
remained intact. There was no demonstrable disturb- 
ance of the vibratory sense or of the sense of joint posi- 
tion. With the exception of the eyes, the cranial nerves 
were negative. Anisocoria was present and the pupils 
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reacted sluggishly to light stimulation. The left iris 
was adherent. The fundi were normal except for vas- 
cular changes compatible with his age. A Wassermann 
reaction with the blood serum was positive with both 
antigens. The Kahn test was doubtful. The spinal 
fluid was under normal pressure and contained forty 
cells per cubic mm. (lymphocytes). Globulin was 
present and the Wassermann reaction was positive with 
1 c.c. of fluid. The colloidal mastic test was positive 
(3555555211). 


The diagnosis of neurorecurrence (spastic paraplegia) 
and recurrent syphilis of the skin and mucous mem- 
branes was made. The patient received intensive treat- 
ment with arsphenamin, with marked improvement. 
The rash faded, and he improved rapidly from his 
paraplegia. He became able to stand upon his feet and 
to walk with help. He regained control of the bladder 
and rectum and no longer suffered with the spastic 
contractions of the lumbar musculature. He was dis- 
charged to the Outpatient Department for further treat- 
ment, which he refused. The case is noteworthy in 
that spastic paraplegia is a very rare development in 
neurorecurrent syphilis. 


COMMENT 


Two of the cases cited were classical exam- 
ples of syphilitic menigitis. While there was no 
doubt regarding the etiology of the third case, 
we were in some doubt as to the nature of the 
underlying lesion. The symptoms and signs 
were those of an incomplete transverse lesion 
of the spinal cord associated with slight but def- 
inite evidence of spinal meningitis. The case 
in our records was classified as being of the 
meningo-vascular type. 


These three cases of syphilis of the central 
nervous system have the following features in 
common: (1) they all occurred within a very 
short time after the development of the primary 
or secondary stages of the disease; (2) all re- 
ceived obviously inadequate anti-syphilitic treat- 
ment (a few doses of arsphenamin or neo-arsphen- 
amin) during the primary or secondary stages of 
the disease; (3) all developed life-endangering 
syphilitic lesions in the contral nervous system 
within a very short time after cessation of treat- 
ment. 

The cases constitute examples of neurorecur- 
rent syphilis. Were it not for the public health 
aspect of the situation (contagion) they would 
have fared better had they received no arsphen- 
amin at all early in the disease. 


No better explanation of the pathogenesis of 
neurorecurrence has been offered than was pro- 
posed by Ehrlich? in 1911. Important con- 
tributions to the subject have appeared from 
Zimmermann,® Moore,* Gennerich,° Pirila,® Alex- 
ander,’ and others. With perhaps slight mod- 
ification, Ehrlich’s view is still held by the ma- 
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jority of syphilologists. He believed that neuro- 
recurrences represent exacerbations of syphilitic 
disease in remote foci of syphilitic infection in 
the central nervous system which were not erad- 
icated by previously administered treatment. 
The exacerbation is interpreted as being due to 
the fact that the preceding treatment interfered 
with the development of immunological forces 
in the body. Deprived of the resistance which 
usually spontaneously terminates acute syphilis 
and at the same time deprived of treatment, the 
patient is left at the mercy of his infection. 


Let us review what happens in cases of early 
syphilis which receive no treatment, cases in 
which the infection is allowed to run its natural 
course. Shortly after inoculation with the virus 
and many days before the appearance of the 
chancre a general dissemination of treponemes 
occurs throughout the body. The chancre, or “‘in- 
itial lesion,” then appears at the site of inocula- 
tion, persists for from three to six weeks and fin- 
ally resolves. At this time, or even before the dis- 
appearance of the chancre, skin lesions may be- 
come obvious manifestations of the previous 
general dissemination of the virus. Thus the 
secondary stage is reached with its skin, mucous 
membrane, bone, lymph gland and central nerv- 
ous system signs and symptoms. It is at this 
time in the disease that the actual number of 
treponemes in the body is probably greatest. 
However, in the course of a few weeks the de- 
fensive mechanism of the host begins to assert 
itself. Due to immunological processes little un- 
derstood, the destruction of organisms begins, 
and continues until only isolated, more or less 
walled off remnants of the infection remain. The 
widespread lesions of the skin and mucous mem- 
branes disappear, the adenopathy recedes, head- 
ache, restlessness and other symptoms of central 
nervous system involvement are not longer pres- 
ent. The individual, in the vast majority of 
cases, becomes able to cope well with the re- 
maining localized collections of organisms, and 
so passes into what is called the latent stage. 
The infection lies dormant and the patient is 
symptomless. As time goes on these localized 
lesions may experience a recrudescence and be- 
come of clinial importance, or they may act as 
feeders of treponemes to other body tissues in 
regions remote from them. These tissues, now 
specifically sensitized, react with a rapidly pro- 
liferative granulomatous response, the gumma. 
Thus the tertiary stage of the disease becomes 
manifest. 


The above brief survey of the progress of the 
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disease in an untreated case of syphilis is given 
in order to emphasize again the fact that a de- 
fensive mechanism operates in syphilis, that there 
develops a real, though incomplete, immunity 
to the disease.’° This defense mechanism prob- 
ably rarely, if ever, completely eradicates the 
agents of the disease when once they are en- 
trenched. However, it reduces the infection from 
an acute, generalized, fulminant one to a chronic, 
localized, quiescent one. Without this mechan- 
ism the untreated syphilitic would probably suc- 
cumb to the generalized treponemal infection, 
just as the syphilitic fetus succumbs, body tis- 
sues literally alive with parasites. With this 
mechanism the untreated syphilitic spontane- 
ously gets the infection in hand, destroys an 
innumerable number of treponemes, and local- 
izes the remainder in a fashion that is com- 
patible with months and years of life. 

Moore and Keidel! have recently re-empha- 
sized the fact that poorly planned or inadequate 
treatment robs the patient with early syphilis of 
this immunity. If the natural course of the in- 
fection is interrupted by the administration of 
small, infrequent, subcurative doses of treponem- 
icidal drugs this natural provision for destroy- 
ing and localizing the infection is thwarted, 
and this in an individual who still harbors par- 
asites. It seems inevitable that patients so 
treated should relapse, and so they do, as we 
have seen in the cases cited. In a series of 196 
cases of early syphilis recently reported by 
Moore and Kemp,® 175, or 89.2 per cent, re- 
lapsed. Only 11 per cent were cured. None of 
these patients had received more than nine doses 
of arsphenamin and little or no mercury. Of 
the 175 cases exhibiting recurrences, 78, or 44 
per cent, were cases of recurrent early syphilis, 
and approximately one-half of these were exam- 
ples of acute involvement of the central nervous 
system (meningeal and neuro-recurrences). We 
may predict then that an appreciable number 
of early syphilitics who receive anti-syphilitic 
treatment in obviously inadequate amount (less 
than nine doses of arsphenamin), will develop 
acute syphilitic cranial nerve or meningeal dis- 
ease. The practical importance of the recogni- 
tion of this fact by those engaged in the treat- 
ment of early syphilis and by the patients them- 
selves, is illustrated by the cases under consid- 
eration. 


SUMMARY 


Examples of some of the dangers incident to 
the inadequate treatment of early syphilis have 
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been cited (meningo-recurrence; recurrent men- 
ingovascular syphilis). Except for the public 
health aspect of the situation (contagion) our 
three patients would have fared better had they 
received no anti-syphilitic treatment early in the 
course of their infection. The inadequate treat- 
ment which they did receive served only to 
thwart the development of their natural defen- 
sive mechanism. Deprived of the latter, re- 
lapses of a most serious nature occurred. 


It is evident that a large percentage of cases 
of early syphilis are first seen and treated by 
physicians in general practice. Early syphilis 
is the one type of syphilis in which cure is surely 
attainable and in which prophylatic measures 
directed against cardiovascular, central nervous 
system and visceral syphilis are most effective. 
Therefore the practitioner who through neces- 
sity or choice treats early syphilis assumes a 
great responsibility. This responsibility is not 
discharged unless the patient is given an oppor- 
tunity to receive adequate, carefully planned 
treatment. We have in the arsphenamins, mer- 
cury and bismuth, drugs of proven value, drugs 
which are curative when used early in the dis- 
ease. Methods for their proper and adequate 
administration are available.' ® The greatest 
need in the care of early syphilis is the adop- 
tion, by those treating the disease, of some 
method; I am tempted to say any method; and 
its use with determination and enthusiasm. The 
fact that many patients refuse to cooperate in 
no sense relieves the profession of its obligation 
in the matter. 
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DISCUSSION (Abstract) 


Dr. W. Timme, New York, N. Y—In 1912 I was 
with Nonne in Hamburg, who at that time was ex- 
perimenting with the new “606” of Ehrlich. He di- 
vided his specific patients into three groups in different 
wards: those in one ward without any treatment what- 
ever, in another under the old iodid and mercury treat- 
ment group, and in the third ward were those who 
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received arsphenamin. After months of observation of 
the treatment he confessed that he saw absolutely no 
difference in the results in the patients in the three 
divisions. He was at that time pessimistic as to the 
actual good of any anti-syphilitic treatment. 


From our knowledge or near knowledge of what is 
meant by the biologic immunity of certain tissues which 
is reduced by some of our anti-specific remedies, notably 
arsenic, one can readily see why there has been such 
pessimism, especially as some of the non-treated cases 
do very well. I have been in the practice of medicine 
about thirty years and I was first taught never to treat 
syphilis until the secondaries began to make their ap- 
pearance; never to treat the chancre stage. That treat- 
ment, of course, allowed a great deal of time to go by 
which is now realized to be invaluable if proper treat- 
ment is to be given; and as a result probably of that 
delayed treatment we saw many cases of tertiary syphilis 
involving the central nervous system, spinal cord, and 
peripheral nerves filling our wards. It was a very 
discouraging outlook. Then came arsphenamin and 
with that an entirely new method of dealing with these 
conditions. But even then some time passed before we 
could get members of the profession to use arsphen- 
amin as soon as the diagnosis was made. They still 
stood by the old tradition of waiting for secondaries. 
Then, when they did begin they never gave adequate 
treatment. They were afraid of arsphenamin, giving a 
few treatments biweekly or weekly; and then arose those 
neurosyphilitic conditions that have been well described 
this afternoon. We were confronted with the residual 
appearances shortly after the inadequate treatment was 
inaugurated. We thought at that time that because 
of the rapid disappearance of the skin lesion under 
arsenic we were doing the patient a certain amount of 
good, but we were not. We were dealing with con- 
ditions that we did not understand. The disappearing 
skin lesion really meant the lowering of the patient’s 
biological immunological reaction to the disease. Then 
arose these meningo-vascular disturbances. We finally 
came to the point of intensively treating these cases 
from the very beginning, and since we have done that 
I think that the number of cases we see of syphilis 
of the nervous system has been very much diminished. 
The cases of tabes that we now see at the Neurologic 
Institute in New York are rare. Occasionally we see 
the old-fashioned case, but it is the exception. We see 
cases of paresis, but not so frequently as we used to, due 
to the accepted feeling by the profession at large of 
the necessity for complete and rapid sterilization of 
the patient. 

Just a few words regarding our experience with non- 
treated cases. I have seen three in my experience. 
The first one received three or four injections of mer- 
cury, but the reaction was so severe on the kidneys 
that the woman would not take any more. Curiously 
enough, although that was thirty years ago, she is now 
in perfectly normal health. Her skin lesions following 
the initial lesion were tremendous, but they disap- 
peared and her biologic immunity was such that she 
made apparently a perfect cure. I have seen two other 
cases in which the nervous system was affected. Both 
showed spinal fluid cells and positive Wassermann. 
Both refused treatment and both today, some ten years 
later, show absolutely neither serologic nor neurologic 
signs. To all intents and purposes they are normal. 

Because a few cases by building up their own im- 
munological processes underwent a cure, do not let 
us think that the patient before us will do the same 
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thing. The chances are far from favorable and there 
would probably be a complete syphilization of that 
person’s organism, with destruction and death. It is ab- 
solutely essential for us to see that each of our pa- 
tients receives the very intensive treatment for as long 
a period of time as it can be carried out. 

One other thing in regard to the intensive treatment 
that we have inaugurated with arsphenamin, together 
with mercury, is that we must be very careful indeed 
of the effect upon the kidneys that the mercury might 
have. In certain patients there is a low kidney vitality 
that does not admit of much mercury passing through 
its glomeruli and as a result we get a nephritis. That 
tends to keep the arsenic within the system and we 
get splenic and hepatic disease from the retained drug. 
Apart from that danger, however, I think the present 
intensive treatment is the best that we have had. 

Dr. J. E. Moore, Baltimore, Md—The importance 
of handling early syphilis adequately cannot be too 
frequently emphasized. In Baltimore we have been 
interested for some time in the question of neuro- 
recurrence, and within the last few months have re- 
viewed our material from several standpoints. We 
were interested to find out whether there was anything 
that would indicate before treatment was begun that 
the patient might be susceptible to a neurorecurrence. 
Unfortunately, there seemed to be no information from 
that standpoint in our material. This type of pre- 
cocious neurosyphilis is more common in males than 
in females, and in whites than in negroes, but so are 
all types of clinical neurosyphilis. We thought for a 
time that the character of the patient’s response to 
the infection or the extent of secondary eruption might 
indicate his susceptibility to neurorelapse, but that also 
seemed to be a false alarm. 

We had seen a difference in the response of the blood 
Wassermann to treatment in patients prone to cutaneous 
or mucosal recurrent secondary syphilis which led us 
to feel that the Wassermann curve might be of some 
value in predicting the probability of neuro-relapse, 
but unfortunately that also got us nowhere and we 
were forced to the conclusion that there was no way 
in which a patient likely to develop a neurorecurrence 
after inadequate treatment could be recognized. 

We have been able to get together eighty-one cases 
of neuro-relapse for analysis. The character of the 
lesion was in nine cases an acute syphilitic meningitis 
with no focal lesion. In sixty-three there was a single 
or multiple cranial nerve paralysis with or without signs 
of acute syphilitic meningitis, and incidentally we have 
observed paralysis of all cranial nerves except the fifth, 
ninth, eleventh and twelfth. We have one instance of 
paralysis of the olfactory nerve and two of the vagus. 
Four patients have bizarre neurological lesions which 
could not be adequately classified. Spinal fluid findings 
were not especially characteristic. In eight of the 
eighty-one patients the spinal fluid was negative in spite 
of an indubitable central nervous system lesion. The 
after treatment was satisfactory as to immediate results 
in all except the commonest cranial nerve lesion, that 
of the auditory nerve. Here the damage is likely to 
be permanent in at least half of the patients. 

The point which has particularly interested us is the 
ultimate outcome. What happens to these patients, five, 
ten, fifteen years later? There has been in the German 
literature a controversy between Mattauschek and Fried- 
man, the first holding that a neurorelapse actually pro- 
tects from paresis or tabes later on in the course of 
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the patient’s life. He makes the statement that he has 
never seen a paretic who had previously had a neuro- 
recurrence. 

In the Dreyfus Clinic at Frankfurt, Rothschild an- 
alyzed some sixty patients as to ultimate outcome. His 
material may be considered together with our own. 
Of eighteen patients not adequately treated subsequent 
to the neurorecurrence, nine developed parenchymatous 
neurosyphilis; in nine there was, so far as one could 
tell, clinical and serologic “cure.” Of nineteen patients 
adequately treated, meaning at least four courses of 
arsphenamin with interim treatment, two developed 
paresis, two meningo-vascular neurosyphilis, and fif- 
It there- 
jore seems quite certain that the neurorecurrence is not 
a benign lesion, that it does not protect the individual 
from a subsequent paresis or tabes, but that, on the 
other hand, if inadequately treated it actually leads to 
the occurrence of subsequent serious neurosyphilis in 
about 70 per cent of the instances. 

Another question arises as to why does not every 
patient inadequately treated develop a neurosyphilis? 
There are four possible explanations. It occasionally 
happens that the patient may be cured by inadequate 
treatment. The second possibility is that the central 
nervous system may have escaped the invasion of the 
organisms. Third, and most important, he may have 
had neurosyphilis in a silent area of the brain. Lastly, 
he may have dealt successfully with the organisms in 
his brain. Dr. Morgan has emphasized the most im- 
portant factor with reference to the prevention of this 
important and sometimes crippling lesion, that is, con- 
tinuous treatment for early syphilis. We are firmly con- 
vinced that the treatment of early syphilis must be with- 
out rest periods. 





BLOOD TRANSFUSION IN OBSTETRICS 
AND GYNECOLOGY* 


By L. A. Cavxtins, M.D., Ph.D., 
University, Va. 


Blood transfusion as a therapeutic measure 
has gained in popularity and in the wideness of 
its application to a very marked extent. In 
the last eight years, in particular, there has 
developed a considerable literature dealing with 
this procedure. Dr. F. C. Neff called the at- 
tention of this Association to its value two years 
ago in the Pediatric Section. Dr. H. S. Clark 
referred to its value in surgery in the SouTHERN 
MEDICAL JouRNAL of October, 1927. In ob- 
stetrics and gynecology blood transfusion has 
been used and highly recommended by such 
writers as King, Barney, Jeannin, Davis, Levy- 
Solal and Tzarick, Sanders, Michon and Bausil- 
lon, Bill, Serrao, Vogt, and particularly by Polak 
and Kirk. Its use is not entirely confined to 





*Read in Section on Obstetrics, Southern Medical 
Association, Twenty-Second Annual Meeting, Ashe- 
ville, North Carolina, November 12-15, 1928. 
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these fields, but has also been appreciated in 
other branches of medicine. Convalescent blood 
has been used in the treatment of typhoid and 
certain other infections. Undoubtedly there are 
many who are at present over enthusiastic in 
their conception of the value of this procedure. 
There is, however, a definite tone of certainty 
underlying these enthusiastic reports which leads 
to a feeling that the procedure has been estab- 
lished in modern therapeutics. It has seemed 
worth while to us to report a series of 130 trans- 
fusions given to 62 different patients on the 
Obstetrics and Gynecology Service at the Uni- 
versity of Virginia Hospital. All of these trans- 
fusions were given by the indirect citrate method 
in spite of the fact that the direct method of 
whole blood transfusion is generally recom- 
mended as being superior to the citrate method. 
Obviously the citrate method is more nearly 
“fool proof” and easier of accomplishment in 
the hands of the amateur. We chose it delib- 
erately in order that we might know whether 
the results with this form of administration 
were satisfactory. The superiority of the direct 
transfusion is at present more the subject of 
general opinion than it is of definite proof ex- 
cept, perhaps, in the hemorrhagic diseases. It is 
our intention to run a second series employing 
the direct method for purposes of comparison 
of clinical results with the two methods. Our 
sixty-two cases were divided into four general 
groups for appraisement of clinical results. Table 


1 presents certain data relative to the average 
results of a single transfusion in these different 
groups. 


Group 1. Puerperal Septicemia.—There were 
fifteen patients who presented a clinical picture 
of septicemia. Thirteen of these had positive 
blood cultures, as shown in Table 2. In the re- 
maining two patients we were not so fortunate 
as to obtain a positive culture, although the pa- 
tients presented a definite clinical picture of 
septicemia. It was our practice in this group of 
patients to give repeated transfusions at inter- 
vals of three or four days, using a new donor 
each time. It was not always possible to obtain 
donors as rapidly as was desired, so that longer 
intervals between transfusions sometimes oc- 
curred. We gave a larger transfusion on the 
average than has been recommended by Polak, 
Ward and others. So many of our patients had 
very low hemoglobin readings that we felt con- 
strained to give 300 to 400 c.c. at a time in- 
stead of the 200 c. c. usually recommended. We 
did not find that a single transfusion materially 
affected the temperature or pulse rate in these 
septic cases. We determined this effect on the 
temperature and pulse rate in the following 
manner: the average temperature and pulse read- 
ing for the twenty-four hours preceding the 
transfusion was determined and this average 
reading compared with a similar average for the 
twenty-four hours following the transfusion, ex- 
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TABLE 2. 
SEPTICEMIA 
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cluding all readings during the reaction when a 
reaction occurred. These comparatively small 
effects are in accord with the experience of other 
observers. Polak has pointed out that the clin- 
ical effect of blood transfusion in septic condi- 
tions is not to be noted immediately, nor always 
found, after a single transfusion. The main 
effects appear some two or three days following 
the transfusion and are particularly marked 
after a series of transfusions, rather than after 
the first injection. We did note, however, an 
average increase in the hemoglobin of approx- 
imately 5.5 per cent for each transfusion. In 
this group of fifteen cases it will be noted that 
eight entirely recovered, that six died, and that 
one apparently recovered from her infection to 
die of uremia shortly afterward. To save more 
than half of a group of desperately ill septicemia 
patients seems to us very encouraging. It would 
seem from this small number of cases that cer- 
tain complications materially affect the outcome 
of this plan of treatment. Nephritis, acute or 
chronic, and peritonitis would seem to make the 
problem considerably more difficult. Peritonitis, 
in particular, seems very resistant to this, as 
well as to all other forms of therapy. Our two 
cases of suppurative arthritis, both of the knee 
joint, cleared up entirely, neither of them re- 
quiring more than one tapping, although more 


than an ounce of thick yellow pus was obtained 
at the single tapping in each case. 


Group 2. Localized Puerperal Infections.— 
About the same results are to be noted in Table 
2 concerning localized infections as were noted 
in the general septicemia group. Transfusion in 
this type of case is of very definite value, but it 
is our impression, at the present time, that the 
transfusion is not quite so effective against local 
infection as it is in the treatment of general 
infection. 


Group 3. Incomplete Abortion—Some of our 
most brilliant clinical results are to be found in 
this class of cases. Twelve of the fourteen pa- 
tients in this group were admitted with rather 
high temperatures and would ordinarily be 
classed as infected abortions. It is our custom, 
however, not to diagnose them as infected abor- 
tions unless parametrial induration can be made 
out on pelvic examination. There is, no doubt, 
endometrial involvement in nearly all of these 
patients. They respond so beautifully to the 
blood transfusion that within a comparatively 
short time after a single transfusion their tem- 
perature becomes normal and operative interven- 
tion can soon be undertaken, if it is indicated. 
The average increase in hemoglobin in this group 
was over 10 per cent per transfusion. There 














Vol. XXII No. 8 


seemed also to be a more definite decrease in the 
pulse rate in this group of patients. 


Group 4. Miscellaneous—The twenty-two 
patients in this group had marked anemia from 
various causes such as placenta previa, toxemia 
of pregnancy, pneumonia, pleurisy, tuberculosis, 
postpartum hemorrhage, hydatid mole, retained 
placenta, and abruptio placentae. It is for this 
group of cases that certain writers recommend 
transfusion highly. Dr. A. H. Bill has conclu- 
sively demonstrated the value of prophylactic 
blood transfusions in placenta previa. His dic- 
tum is: “Do not deliver a placenta previa pa- 
tient unless her red count is above 3,000,000 and 
her blood pressure above. 100 mm. systolic. 
Transfuse her instead.” Polak and King have, 
separately, recommended transfusion in the treat- 
ment of hyperemesis gravidarum. We have not 
had experience with transfusion in this type of 
case. A more or less specific effect of blood 
transfusion in the ‘“‘toxic anemia” of pregnancy 
has been recognized for a considerable number 
of years. 

The most interesting phase of this subject has 
to do with the mechanism of physiological action 
of the transfusion. Just how the results are 
brought about is not known at the present time. 
The results would seem, however, to be suffi- 
ciently definite to warrant further and wider use 
of the procedure. “It has been shown that it 
raises the blood pressure, slows the pulse, in- 
creases the body functions, acts as a food and 
stimulates the blood-forming organs to the pro- 
duction of new blood cells” (Polak). 

Cardiac decompensation is the only major con- 
traindication to this procedure, so far as we 
now know. 


CONCLUSIONS 


Blood transfusions, either single or multiple, 
are of great value in obstetrics and gynecology 
in septicemia and in anemias from various causes. 
They are valuable as a prophylactic measure 
before delivery or before operation. As a thera- 
peutic agent against infection, they would seem 
to offer better results than any other direct form 
of treatment. 
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DISCUSSION (Abstract) 


Dr. J. Bay Jacobs, Washington, D. C—I have had 
less experience with blood transfusions in obstetrical 
conditions than Dr. Calkins. In a series of fifteen cases, 
using unmodified blood by the Unger method, 500 to 
700 c.c. were given. The method of repeated trans- 
fusions of small amounts of blood, advocated by some 
authorities, was not practised. 

The type of case transfused was very similar to those 
of post-partum infection reported here. Some of the 
patients never ran a high temperature, but because they 
became unusually weak and ill several days after de- 
livery, in the absence of complications, they were re- 
garded as having puerperal sepsis and they were trans- 
fused. Many showed marked improvement. 

An interesting fact brought out in this paper was 
that some cases developed peritonitis even after trans- 
fusion. I have transfused only those cases that failed 
to respond to the usual methods of treatment, to de- 
termine, if possible, the efficacy of this procedure. 

Of the cases of peritonitis two died. Both had gon- 
ococci in the lochia and the peritoneal exudate of one 
contained this organism. 

Dr. Calkins was very successful in obtaining a large 
percentage of positive blood cultures. My observations 
in the short series of cases with unmodified blood were 
—- the same as he has reported with citrated 
lood. 


Dr. J. R. McCord, Atlanta, Ga—We are using whole 
blood transfusions on our pregnant negro women. We 
believe whole blood better than citrated blood. We 
have so much difficulty in getting donors that when 
we do get one 500 to 600 c.c. of blood are usually 
given. We have had no bad results. We have not 
been able to get such a large proportion of positive 
blood cultures as Dr. Calkins. 

We have found general peritonitis during the puer- 
perium to be a most discouraging condition. 


Dr. W. R. Cooke, Galveston, Texas—We have used 
both methods of transfusion for a number of years. 
We are unable to find any clinical evidence that there 
is much difference between them. Of course, from 
clinical evidence alone, one really cannot say whether 
the transfusion actually caused the effect which was 
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obtained. The matter of spontaneous recovery enters 
into the situation all of the time. 


In repeated transfusions, now and then you get a 
reaction which will make the patient incompatible with 
the same donor later on. The patient should be re- 
matched each time a transfusion is done. 


We have had no luck at all with the treatment of 
general peritonitis. The patient either died or got well, 
and the transfusion did not seem to have much effect. 
In septicemia cases we have had better results. 


Dr. Calkins (closing) —The fifteen cases with pos- 
itive blood cultures were all desperately ill patients, and 
we knew they had positive cultures before we sent the 
blood to the laboratory. In the second group, we prob- 
ably would not have gotten positive cultures. The 
first group were so sick that we included in that group 
those who had positive cultures and those whom we 
believed had positive cultures, even though the lab- 
oratory reports were negative. 

I think the question of using a new donor for suc- 
cessive transfusions is very important, for two reasons. 
First, if you use a donor the second time you will not 
obtain the same good clinical effect that you obtained 
the first time. Again, when you give a patient ten 
transfusions, using ten different donors, you note that 
certain of these transfusions have produced in that 
patient a much more beneficial effect than certain 
others. There is no way of telling how much effect 
you will get from a donor. You are much more apt 
to find a really “potent” donor by using a number of 
different ones. 





UNUSUAL COMPLICATIONS AND SE- 
QUELAE IN EPIDEMIC ENCEPHA- 
LITIS WITH ILLUSTRATIVE 
CASES* 


By M. L. Graves,, M.D., 
and 
Marvin G. Pearce, M.D., 
Houston, Texas 


The manifestations of epidemic encephalitis 
are numerous, and its complications and seque- 
lae are varied. However, the strange fact re- 
mains that some of its so-called unusual features 
are more often observed than those of which 
we hear much. We do not, therefore, intend 
in this paper to discuss the well known post- 
encephalitic Parkinson syndrome or the various 
ocular pareses and paralyses seen during and 
after this infection, but rather to discuss the 
complications and sequelae in three rather un- 
usual cases which have recently come under 
observation. In each of these cases a diagnosis 
of epidemic encephalitis was made either during 
or before the time of the appearance of the com- 
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plications or sequelae. In them there may be 
some question as to the correctness of such diag- 
nosis, but in each instance our final conclusions 
were reached only after a careful process of ex- 
clusion. The margin of error would arise from 
the fact that, as there was recovery from the 
initial infection in each case no verification could 
be made except through the channels of clinical 
observation. Each of the three cases will be 
presented and discussed separately, and the dis- 
cussion of the final case will be followed by a 
few general comments as to the occurrence of 
these particular complications and sequelae. 


Case 1—H. W., a young man, age 22, was first seen 
July 13, 1928. The complaint was of general weak- 
ness and mental confusion. The family history was not 
significant. 

He had been a forceps baby, but developed into a 
fine physical specimen. He had always been rather slow 
in speech and was only fair in his studies. He had 
graduated from high school in the usual time, however, 
and was a good football player and hard worker. His 
personal history was otherwise negative. 

One month before admission while working with a 
pipe line gang (an unusual thing for him to do) in 
the heat of a very hot sun, the patient was taken with 
a severe headache. He felt weak and trembly and 
was forced to go home. After thirty minutes’ rest and 
a lunch he returned to work, but soon had to go home 
again and to bed. This time he was found to have 
fever of 101°. He said that something had gone wrong 
in his head and that he was seeing everything double 
and he appeared to be slightly delirious. He remained 
in bed eight days and for the first three or four days 
he had diplopia and his fever ranged from 99 to 102°, 
gradually returning to normal. The following week 
he went to New Orleans to have glasses fitted, and had 
a light attack of food poisoning, lasting two days. 
On coming home he worked in a garage for a while, 
but still complained of weakness and headache and be- 
gan to show some mental confusion and to become 
quite stubborn. He was also very restless at night. 

On physical examination he was found to be a well 
developed young man; weight 161 pounds; height, six 
feet. Examination of his respiratory and cardiovascu- 
lar systems was negative. The temperature was 08.6°, 
the pulse 85, the respirations were 14, and the blood 
pressure was 112/98. The tongue was thickly coated; 
the teeth were negative, tonsils removed. Abdominal 
appearance, percussion, and palpation were negative. 
The pupillary reactions were good to light and ac- 
commodation. The fundi were normal. The cranial 
nerves were negative. The deep and superficial re- 
flexes were normally active. Mentally the patient 
showed apprehension, nervousness, cried easily, and 
seemed to have a childish fear of something unknown. 
He was not able to talk coherently, not even being 
able to utter a phrase without help from his mother 
or father. Laboratory examinations found the hemo- 
globin to be 107 per cent, red blood cells 5,500,000, 
white blood cells 7,200, with a normal differential count. 
The blood Wassermann was negative, the urine was neg- 
ative, and the spinal fluid was normal except for a 
moderately increased pressure. 


He was kept at rest in the hospital five weeks, during 
which time a recurrent appendix was removed with a 
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normal convalescence. At first he showed a good deal 
of mental confusion and childishness; he often was un- 
able to name certain familiar objects or people and 
could not complete a sentence. He could not keep his 
mind on any one subject for any length of time. He 
was very restless at night, though he slept frequently 
during the day. His appetite was poor, and often he 
had to be forced to eat. His spine was punctured twice 
and the fluid drained, with some good effects. The boy, 
however, became quite hard to manage, often refusing 
to do things except under certain childish conditions 
or for certain physicians or nurses. He cried readily 
and sulked like a small boy when harsh words were 
spoken to him. At this time a good many of his actions 
were schizophrenic and caused dementia precox to be 
considered. But after the third week in the hospital 
he began to improve both mentally and physically, 
though the mental advance was much the slower. After 
the period of hospitalization he came back and forth 
to the office for observation for another threé weeks. 
During this time he returned to his normal weight and 
strength, but was still below even his own normal 
mental level. When he was last seen some two weeks 
ago, however, it appeared that he would soon attain 
his own normal condition mentally as well as physically. 

This appears to have been a case of epidemic 
encephalitis in which mental confusion occurred 
first as a complication and then continued as a 
sequel. Mental confusion and imbalance both 
during and following epidemic encephalitis 
are not uncommon. ‘These confused states 
may be either transitory or permanent. C. M. 
Hinds Howell calls attention to the not infre- 
quent occurrence of residual mental defects, es- 
pecially changes in character, but feels that they 
are most often seen in young adults and chil- 
dren. He further states that, as a rule, these 
mental changes assume the form of no definite 
mental disease, though a certain number of pa- 
tients do find their way into institutions. In 
this case the mental symptoms following the 
acute illness assumed serious proportions for a 
time. Even now, though the schizophrenic ten- 
dencies have lessened considerably, there is more 
than a remote chance that the boy may yet de- 
velop dementia precox. His illness has also been 
characterized by his inability to concentrate on 
any subject for any length of time. Charles M. 
Smith, in his study of the sequels of 128 cases 
of lethargic encephalitis, calls attention very 
strongly to this feature, using it as one of his 
two classifications of post-encephalitic sequelae, 
the other being the Parkinsonian type. 


Case 2——M. N., an unmarried girl of 18 years, was 
first seen July 16, 1928, complaining of nervousness, 
speech difficulties and paresis of the right hand and fore- 
arm. The family history was not significant. The 
patient had had influenza in 1917 and again in 1918. 
The menstrual flow was normal except for some irreg- 
ularity during the first portion of her present illness. 
In the latter part of August, 1928, the patient had 
a severe headache (this was unusual) and her right 
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arm and hand felt nervous and jumpy. The follow- 
ing day while roller-skating she suddenly had a severe 
headache, became dizzy, and was forced to lie down. 
She became immediately nauseated, vomited for sev- 
eral minutes, and then fainted. She was put to bed, 
where it was discovered that she had lost the use of 
both upper, as well as right lower extremities, and that 
she could not talk, though she knew objects and per- 
sons. She was in bed two months. In the beginning 
of the illness her temperature ranged from 99 to 101°, 
with a corresponding pulse. During the first week or 
ten days she had definite diplopia and marked insomnia. 
In the latter part of her stay in bed she was troubled 
with peculiar jerkings of both arms and with feelings 
of sudden weakness in the legs. The jerking movements 
were beyond her control and were apt to come on at 
any time. As she improved in her strength and ability 
to get about, these movements slowly receded. The 
speech defect, however, improved very little. 

Physical examination revealed a_ healthy — looking 
young girl, weight 115 pounds, height 5 feet, 4 inches, 
temperature 98.4°, pulse 78, and respirations 18. The 
lungs were clear. The cardiovascular system was neg- 
ative except for a short, soft systolic murmur heard 
best at the mitral area. The blood pressure was 110/70. 
The abdomen was negative. The pupillary reactions 
were good and the fundi were negative. The deep and 
superficial reflexes were normally equal. There was good 
coordination, but the intrinsic movements of the right 
fingers and wrist were rather slow. Speech showed the 
residuals of a previous mild bulbar involvement. The 
patient talked with a good deal of apparent straining at 
her vocal cords, and the sounds came either as shrill 
notes or as whispers. The vocal cords themselves ap- 
peared normal and there was no throat irritation. She 
was kept under observation until a short time ago. 
Slight gradual improvement was noted in her speech 
and very definite improvement in her physical condi- 
tion. The laboratory examinations revealed a normal 
blood picture except for a mild secondary anemia; a 
normal urine and a negative blood Wassermann. 


This case, obviously one initially of epidemic 
encephalitis, presents at least two features worthy 
of comment. In the first place the patient was 
at the outset of her illness unable to make a 
sound with her voice. The first improvement 
was ability to talk in strained whispers, then 
sounds came, but could not, and cannot yet be 
regulated. One of us (Dr. Graves) believes that 
this speech defect is largely functional, and that 
time, together with more self-confidence, will 
bring about considerable improvement in this 
respect. Lending strength to this view is the 
absence both of dysphagia and the progressive 
labio-glosso-pharyngo-laryngeal weakness of bul- 
bar paralysis, and also the continued though 
slight improvement in her speech, as well as the 
absence of other suggestive cranial nerve in- 
volvement. 

Myoclonus, on the other hand, is far more 
commonly observed as a prominent feature of 
epidemic encephalitis. In this case the myo- 
clonic movements did not occur till late in the 
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initial illness and gradually receded over a pe- 
riod of several weeks. They came on involun- 
tarily and could never be controlled at any 
time. They consisted of clonic and tonic jerk- 
ings of both arms and forearms, sometimes oc- 
curring in one, then the other, and as often in 
both. These myoclonias were, of course, due to 
cerebral irritation and have been reported by 
numerous observers. They are frequently seen 
in the form of various tics and spasms, espe- 
cially of the face and neck. There appears to 
be no definite way to control or to lessen the 
severity of them and not infrequently they have 
been known to persist for several months or 
even permanently. 


Case 3—Dr. W. F. K., age 37, was first seen on Oc- 
tober 3, 1928, complaining of numbness in the entire 
right side of his body. The family history was not 
significant. The patient had had influenza severely in 
1919. In 1924, a short time after a month of hard 
obstetrical work, he began to get sleepy and sluggish. 
He soon lost his appetite, became dizzy, and had trouble 
in walking. He was put to bed for two weeks and dur- 
ing that time he had diplopia, insomnia, and a paresis 
of the right sixth and seventh cranial nerves. His tem- 
perature curve was between 99° and 101°. He had 
several spinal punctures with drainage and after six 
weeks was again back to his duties feeling as well as 
ever, with no apparent residuals. Four years passed, 
and in the latter part of August, 1928, he began to 
experience numbness in the right shoulder, then in the 
right chest, thigh, leg and foot in that order over a 
period of a few days. At the same time the numbness 
spread to his right forearm and hand, where it be- 
came most troublesome. There has been motor weak- 
ness in the right forearm and hand so that writing or 
using that member intrinsically has been seriously in- 
terfered with. There has been some weakness in the 
right lower extremity, also. His general physical and 
mental condition has been good. He had one spinal 
drainage in September. 

Physical examination showed a well developed man, 
weight 206 pounds, height 6 feet, temperature 98.2°, 
pulse 60, and respirations 20. The examinations of the 
respiratory, cardiovascular and gastro-intestinal systems 
were all negative. The pupillary reactions were good 
to light and accommodation, the fundi normal, the 
cranial nerves negative, the deep reflexes were sluggish, 
and sensation to touch and pain and temperature was 
increased over the right upper extremity. There was 
paresis of the right upper extremity and ataxia was 
marked in the same member. There were athetoid 
movements of the fingers of the right hand. This 
was especially noticeable when the arm was outstretched. 
Paresthesias were present in the right upper extremity. 
X-ray examinations of the head were negative. The 
eye fields were normal. The laboratory tests showed 
a normal blood picture, a negative urine, a negative 
blood Wassermann, and a negative spinal fluid. 


We have here a typical case of epidemic en- 
cephalitis, followed after an interval of four 
years by sequelae very suggestive, to say the 
least, of tumor of the brain. We feel for several 
reasons, however, that brain tumor can be ex- 
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cluded at this time. There is, and so far as is 
known has not been, any choking of the discs; 
there is no headache; there is and has been no 
vertigo; there ‘s and has been no nausea or vom- 
iting; there is no x-ray evidence of increased 
intracranial pressure; there has been a definite 
receding of the numbness from below upward 
until at the present time it has almost entirely 
disappeared, and there has been a definite im- 
provement of all the signs and symptoms since 
he was first seen. 

From the studies and case reports of Wechs- 
ler, Howell, Grossman and others it would ap- 
pear that two years after the original illness is 
an outer limit for sequelae to occur. Yet in 
the case of the physician herein reported there 
was an interval of four years of perfect health. 
This, of course, is most unusual and caused a 
most vigorous search for etiological factors other 
than the previous attack of acute encephalitis, 
even though it was both typical and severe. 

Sensory abnormalities occurring as sequels of 
epidemic encephalitis are rare indeed, though 
occasionally mention has been made of them. 
McCrae and French both call attention to their 
existence. But in the studies of over 250 cases 
neither Grossman nor Smith found any sensory 
changes worth noting. In this man there was 
at first a hemi-hyperesthesia, together with a 
hemi-paresthesia. Over the entire right side of 
the body the tuning fork sense was diminished, 
though the sense of position was not disturbed. 
In this patient also there was a marked ataxia 
in the right upper extremity. All this would 
seem to indicate that whatever the process that 
was at work, it had extended in a manner not 
unlike that of disseminated sclerosis, over the 
brain and into the upper portion of the spinal 
cord. However, there were no disc changes or 
speech defects characteristic of the latter disease, 
and there was definite and progressive improve- 
ment in all these signs and symptoms after a 
few weeks. Thus we see in a single patient 
post-encephalitic sequelae simulating at first tu- 
mor of the brain and later multiple sclerosis, yet 
in the final analysis being distinguished from 
both of these, and these sequelae occurring after 
the unusually long interval of four years. 


COMMENT 


Recently Morriss Grossman reported an anal- 
ysis of sequelae based on 116 patients whom 
he had observed from one to three years after 
acute encephalitic attacks. Of these 86 were 
adults, 42 of them showing signs of paralysis 
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agitans. In the remaining 44 were to be found 
illustrations of almost every sequel described in 
the literature. Twelve had definite psychic com- 
plications, including psychoneuroses, convulsions 
and fear states, behavior disorders, and complete 
changes in personality. The author did not speak 
of paralytic sequels except those involving the 
eyes. Several of his cases showed myoclonic and 
athetoid movements, though none of them had 
paresthesias or other disturbances. Wechsler, 
in discussing sequelae of epidemic encephalitis, 
mentioned the occasional occurrence of hyper- 
kinetic. phenomena such as facial spasms, myo- 
clonias, dystonias, and athetoses. He does not 
mention paralysis or mental abnormalities. 

Howell divides the sequelae of epidemic en- 
cephalitis into two groups: residual symptoms 
and late developments after a period of apparent 
recovery. Thus Cases 1 and 2 of those here pre- 
sented would fall into the first of these groups, 
while Case 3 would be in the second group. In 
regard to Case 2, speculation as to the cause of 
the speech defect is interesting. It may be, 
for the most part, functional, as suggested above. 
On the other hend it will be remembered that 
at the beginning of her illness the patient had 
a bilateral hemiplegia. An exudative lesion in 
the pons or an extension of such a lesion into 
the pons producing this double hemiplegia would 
cause a dysarthria to a degree depending on 
the extent of the lesion. In such case the power 
of speech would be good, while the ability to 
articulate clearly would be disturbed. In this 
girl there was no aphasia, but there was and is 
dysarthria. 

Epidemic encephalitis is so irregular in its 
onset, course, symptoms, signs, as well as its 
complications and sequelae, that it is impossible 
to discuss adequately any of its phases in this 
paper. 

“As an inflammation of the central nervous system,” 
says Farqubar Buzzard, “it is capable of producing dis- 
turbances of any of the functions of the brain, and 
even of the spinal cord, the clinical picture varying 
with the incidence of the process on any particular 
region. 

In the cases presented here the following com- 
plications and sequelae were prominently dis- 
tinguished: mental derangement approaching 
that of deterioration; double hemiplegia, dys- 
arthria, hyperesthesia and paresthesia, ataxia, 
myoclonia and athetosis. And in these cases, 
as well as many others of their kind, is keenly 
illustrated a significant fact regarding epidemic 
encephalitis, its complications and _ sequels, 
namely: that neither upon the etiology nor the 
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seriousness of the symptomatology can the 
prophecy of what will follow be based. The 
mildest encephalitis often gives rise to the most 
serious of consequences, and just as often the 
reverse is true. Although encephalitis epidemica 
has been studied thoroughly for the past ten 
years, and although diligent research has dis- 
closed many helpful truths, we still find our- 
selves groping in the field of causation and stag- 
gering along the uncertain paths of its sequels. 
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DISCUSSION (Abstract) 


Dr. Charles M. Byrnes, Baltimore, Md—May I refer 
to the important and not uncommon apoplectic type of 
encephalitis described by Dr. Edwin Bramwell. The 
onset is quite like that of a cerebral hemorrhage fol- 
lowed by complete hemiplegia, although additional fea- 
tures distinctive of encephalitis will often serve to estab- 
lish the diagnosis. It is also significant that encephalitis 
simulates very closely brain tumor both in its localizing 
and general symptoms. 

The hemi-anesthetic and hemi-hyperesthetic disturb- 
ances described by Dr. Graves are not uncommon, and 
I have occasionally found them as the only residual 
symptoms of an earlier encephalitis. 


Dr. R. C. Bunting, Memphis, Tenn—I wish to call 
your attention to a clinical picture that is practically 
similar to that of epidemic encephalitis. Microscopically 
up to a certain point the pathological condition is the 
same in the two pictures: infiltration, perivascular space, 
haphazard distribution of the lesions, the predilection 
for the brain stem are common to both. Up to this 
point they are similar. Beyond this Turnbold and Mc- 
Intosh and Purdue have shown the distinguishing fea- 
ture for the post-vaccinal encephalitis, a mild infiltra- 
tion of the perivascular face and the tissue around the 
vessel with contact about the vessel. 

A case seen in the last few months presented a di- 
lemma for a while as to diagnosis. A man who had 
been bitten by a rabid dog received vaccine injections, 
and eight days later began to feel nervous and restless, 
with some elevation of temperature. This seemed to 
have cleared. One week later there was the reappear- 
ance of these symptoms with diplopia. There was a 
paresis of the left frontalis, a paresis of the left superior 
lid, a very marked forced tremor confined to the hand 
and fingers, a quickened knee-jerk on the right, normal 
on the left, and a superficial sensation was altered on 
the right side. 

T wish to call your attention to the psychological and 
the chemical study of these post-vaccinal cases, in this 
particular: the blood sugar in post-vaccinal cases does 
not increase. In this particular case that I had the 
lymphocytes went to approximately 300, which is quite 
in contrast with the usual epidemic encephalitis. A 
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distinctive feature which made this case somewhat sug- 
gestive of tuberculous meningitis was the lowering of 
the blood chlorids to 450 mgs. per 100 c.c. With a 
history of the bite, obviously there would be no con- 
fusion in a differential diagnosis. Without it I think 
almost any of us would be perplexed to say whether 
we were dealing with an epidemic encephalitis or what- 
not. It might even be a tuberculous meningitis. 





FRACTURES OF THE UPPER END OF 
THE HUMERUS* 


By H. Pace Mauck, M.D., 
Richmond, Va. 


In reviewing the literature on this subject the 
scarcity of reports of series of cases is rather 
surprising. We were able to find only one series 
of cases, that of Weinstein, who, in 1926, re- 
ported thirteen cases. The dearth of definite 
data is probably due to the fact that shoulder 
fractures give what are regarded as remarkably 
good results with or in spite of any treatment. 
A study of our series has, however, changed cer- 
tain impressions which we had before we re- 
viewed these cases and has called for an explana- 
tion of certain facts brought out by the study. 

In attempting to classify the 112 cases of 
fractures of the upper end of the humerus, we 
have used the anatomical classification, frac- 
tures of the anatomical surgical neck, tuberosity, 
and epiphyseal separations. We have eliminated 
all compound fractures and when fracture of the 
tuberosity has accompanied a fracture of the 
neck we have put it under that heading. Those 
cases with fracture lines through the tuberosities 
between the two necks we have included under 
the surgical neck fractures. That fracture of 
the surgical neck is much more common than 
epiphyseal separation in children and adoles- 
cents is very striking, and that impacted frac- 
ture of the anatomical neck is not essentially an 
injury of old age, is equally striking, and is 
brought out in the following table. We are able 
to report the results, both length of time of dis- 
ability and ultimate results, in only 87 of the 
112 cases, as we have not been able to follow 
the other 25 cases. 

Of fractures of the anatomical neck there were 
eight cases. Three were complicated by dislo- 
cation, but only one was complicated by fracture 
of the tuberosity. In all five of the uncompli- 





*Read in Section on Bone and Joint Surgery, South- 
ern Medical Association, Twenty-Second Annual Meet- 
ing, Asheville, North Carolina, November 12-15, 1928. 
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cated cases there was impaction. In trying to 
explain the rarity of anatomical neck fractures 
which are not impacted and the high percentage 
of dislocations of the head in these cases, the 
following seems to be the most logical explana- 
tion of the mechanism of the trauma. While 
the arm is moderately abducted the force is di- 
rected against the tuberosity, crushing the an- 
atomical neck as the head is carried against 
the glenoid, or always by direct violence. If, 
however, the same force continues after impact- 
ing the neck, the head is driven through the 
capsule below the glenoid and engages just under 
the lower border of the glenoid. If the arm is 
carried to the side, either by gravity or attempt 
at reduction, with the deltoid and supraspinatus 
pulling upward, the impaction of the neck is 
broken up, the neck and the head are left out- 
side of the cavity, and the remainder of the neck 
is pulled up in the glenoid. In three of the 
dislocations operated upon, a replacement of the 
head with abduction position was done in two 
cases, and in one case removal of the head, which 
had been out four weeks. All of the impacted 
cases were treated by axillary pads and band- 
aged to the side for three weeks, followed by 
massage and motion. All except the case in 
which the head was removed had excellent re- 
sults. The average period of disability in the 
operated cases was fourteen weeks. The aver- 
age disability of the other case was twelve weeks. 

Of fractures of the surgical neck there were 
eighty-two cases. The fracture line in these 
cases varied greatly. Some were transverse, 
others oblique, and they extended from 2% 
inches below the tuberosities to the plane of the 
upper level of the tuberosities. Thirty-two of 
the eighty-two cases showed little if any displace- 
ment or deformity. Impaction was present in 
twenty-eight of the cases. Fracture of the 
greater tuberosity was the most common compli- 
cation. It occurred in nineteen cases, fracture 
of the head in eight cases, and of the glenoid 
in three. In spite of the number of cases 
reported of fracture of the surgical neck with 
dislocation, we had not a single case in this se- 
ries. Seven cases were operated upon. Twenty- 
one cases were treated by axillary pad and by 
fixation to the side. The remaining fifty-four 
cases were treated by full abduction, only 
twenty-three with external rotation. 

We have the ultimate results in only sixty- 
two of these cases. Forty-seven results were 
excellent, including five of the open operations. 
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The remaining fifteen had varying degrees of 
disability due to limitation of motions and pain, 
but only six were treated in abduction and ex- 
ternal rotation. The average disability in these 
cases was seventeen weeks. The severity of the 
bone injury or amount of deformity after re- 
duction or attempt at reduction was not a true 
index to the ultimate result or the period of 
disability. 

There were nineteen cases of fracture of the 
tuberosity. Of these only five showed any real 
displacement of the tuberosity. Twelve of these 
cases were treated by abduction and external 
rotation, five by fixation to the side and early 
massage. One case came to operation later, The 
ultimate result is known in fourteen cases. 
Eleven of these are excellent and three have 
definite limitation. The average disability was 
fourteen weeks. 

There were only three cases of separation 
of the epiphysis. Two were treated by abduc- 
tion and external rotation. One had very poor 
position of the fragments. One was treated by 
open operation, with perfect reposition of the 
fragments. All three cases had excellent func- 
tional results. The period of disability was thir- 
teen weeks. We are unable to report whether 
there was any ultimate interference with growth 
in these cases. 

A study of the whole series reveals that the 
most common disability was loss or limitation in 
abduction and external rotation. Much has been 
said of the importance of avoiding the impinge- 
ment of the tuberosity under the acromion, but 
we are convinced that it is the contracture of 
the inferior part of the capsule and the ad- 
hesions of soft tissues about the bursa and tu- 
berosity that are the real factors, rather than 
true bony block. In experimenting with the 
shoulder in cadavers we were unable to produce 
such a block by any displacement of the tuber- 
osity unless there was a shortening of the inferior 
part of the capsule. When, however, the del- 
toid and overlying structures were bound down 
to the tuberosity and bursa, the acromion process 
did prevent the arm from being carried into 
abduction. It was also interesting to note that 
there is a wide variation in the acromion proc- 
ess. We examined about fifty scapulae and the 
length, overhanging and shape varied greatly, 
which might be mechanical factors in certain of 
the cases of disability. We have also been im- 
pressed by the fact that those cases with prac- 
tically no displacement and the cases of im- 
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paction have given just as great disability, both 
in length of time and permanency, as those with 
rather marked displacement and even poor repo- 
sition. This can probably be accounted for by 
the fact that many of our cases without dis- 
placement have simply been fixed to the side. It 
is very obvious that if the contracture and ad- 
hesions of the soft tissues play an important role 
in the results, full abduction and external rota- 
tion with traction is certainly the most logical 
treatment in practically all cases where it can 
be carried out. 

In regard to using early motions and massage, 
we must remember that the adhesions and con- 
tracture are due to the hemorrhage about the 
soft tissues, with the following organization, and 
later formation of fibrous tissue, and that there 
is a danger of causing additional hemorrhage 
with an increasing amount of fibrosis in the soft 
tissues, and subsequent contracting adhesions. 

The disability of shoulders, which is caused 
by the adhesions of the capsule and structures 
about the tuberosities, accounts for the success 
of the manipulations and stretchings of the bone- 
setters in the stiff shoulder cases following 
iractures. 


Surgical Neck: 
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DISCUSSION (Abstract) 

Dr. Sam Orr Black, Spartanburg, S. C.—There is less 
understanding of and more disagreement as to the treat- 
ment of fractures in general than pertains to almost any 
other branch of surgery. 

It is only since the late War that these disabling in- 
juries have received anything like their due attention. 

In England there is a movement on foot which is des- 
tined to lead to a decided advance in the management 
of fractures. The idea is to segregate them; that is, 
to assign all fractures coming to the hospital to one 
man or set of men. This necessitates cooperation and 
special organization. The drawback to the scheme lies 
in the fact that many fractures are handled entirely by 
the general practitioner. Comparatively few of them 
ever get to the hospital. 

In this Country there are approximately 350,000 frac- 
tures annually. The great majority, both in the city and 
country, are treated by the general practitioner, and the 
end results in the main are excellent. There is a small 
proportion of cases in which the general man, prac- 
titioner or surgeon should realize at the outset the grav- 
ity of the fractures and the need of a capable con- 
sultant. 

The prevailing tendency towards fracture treatment 
has always justly favored conservatism. The best re- 
sults in the management of fractures are obtainable by 
prompt reduction and fixation. The bones should be re- 
aligned within the first few hours, before swelling and 
edema in the soft parts have taken place. After reduc- 
tion due consideration should always be given to the 
arterial pulsation distal to the line of fracture. 

One should no longer be satisfied with a good func- 
tional result and a poor anatomical one. Difficulty in 
proper reduction by ordinary means should be an incen- 
tive to extraordinary means or manipulation, or to trac- 
tion for from four to seven days, or to open operation. 

In operative treatment the least possible manipulation 
along with the simplest method of holding the bone 
ends together is advised. Except for the possibility 
of infection, there is little if any additional danger in 
the open reduction. After the application of an in- 
ternal mechanical splint, if it be non-absorbable ma- 
terial, we advise its removal at the end of the second 
month. An external fixation splint should always be 
used to reinforce the internal one. 

Following any fracture, the restoration of function 
is extremely important. Physiotherapy is essential and 
a most valuable aid in this purpose. Dry radiant heat, 
active and passive massage, and motion of the contigu- 
ous joints should be resorted to as early and as per- 
sistently as that particular fracture in that particular 
patient warrants. 

Dr. H. Earle Conwell, Fairfield, Ala—Generally speak- 
ing, I have found in treating fractures of the upper end 
of the humerus that a right angle abduction of the arm 
at the shoulder with 90 to 180 degrees of external rota- 
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tion is the position most favorable for good functional 
results. The latter degree of external rotation applies 
to fractures of the greater or lesser tuberosities. 

Contrary to Dr. Mauck’s experience that most of 
his patients were old people, the majority of my cases 
have been within the ages of 20 to 35 years. 

The older the patient the more exact an anatomical 
position should be obtained if we desire good func- 
tional results. This does not mean that perfect ana- 
tomical position is always necessary to a good func- 
tional result. However, it behooves us to do our very 
best to obtain as nearly perfect anatomical position as 
possible. 

Soft suture injury should always be kept in mind, and 
that is one of the most important complications to be 
treated. 

In the majority of cases an ambulatory plaster cast 
with or without traction to the arm is sufficient. On 
the severely traumatized shoulder, however, or in the 
markedly overlapped fragments where approximation 
is impossible, traction should be used before any oper- 
ative procedure. 

Early active and passive motion after sufficient union 
has taken place should always be encouraged. Local 
dry or moist heat is indispensable during the whole 
period of convalescence. 


Dr. J. S. Speed, Memphis, Tenn —After these frac- 
tured dislocations have existed for as long as three or 
four weeks, probably three weeks, it is almost impos- 
sible to make any type of reduction except by an open 
operation. The reason for that is very clear. The 
anatrophe of the head makes a resistance of the soft 
structures greater than that of the head. The cases are 
difficult to reduce at first and impossible except by 
open operation at a later date. 

Traumatic arthritis is not a frequent complication. 
But arthritis often develops about the shoulders, in 
the vertebrae, and the problem of limbering these shoul- 
ders up, particularly in old people, is a very serious one. 

In fractures in the shaft just below the surgical neck, 
we have found it extremely difficult after an open oper- 
ation to prevent a certain amount of angulation at 
the point of fracture. There is going to be a certain 
amount of contracture in the muscles and a certain 
amount of angulation. 


Dr. J. Albert Key, St. Louis, Mo—I should like to 
know the indications for breaking up the impactions. 
I have had two impacted cases within the past year 
in children. In each there was a shortening of about 
half an inch with the lower fragment pushed up. I 
considered that the position would disturb the mechanics 
of the joint. I found it beyond my ability to break 
up the impaction and this was a surprise to me. I 
found it necessary to do an open operation and pry 
the bones apart. The difficulty is that the upper frag- 
ment of the humerus is short in this particular frac- 
ture and the wide range of motion in the shoulder joint 
prevents one from exerting leverage on the fracture line. 

Some cases with bad looking x-rays give good func- 
tional results; sometimes the x-ray looks fine and you 
get a functional result that is terrible. The structures 
around the shoulder joint have a great tendency not 
only to form adhesions, but to undergo some change 
which results in a painful shoulder, and the more you 
study it the less you know about it. 

Dr. Albertus Cotton, Baltimore, Md—To treat frac- 
ture of the surgical neck of the humerus successfully, 
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one must keep in mind the deformity which is fre- 
quently found. The upper fragment is abducted and 
externally rotated, while the lower fragment (shaft) 
is adducted and displaced forward with over-riding. 
Good results are obtained by any method of treat- 
ment by which the fracture is reduced and the re- 
duction maintained until the bone has healed. The 
arm should not be immobilized too long and a thor- 
ough course of physiotherapy should be given after 
removal of the splint. The use of a Thomas splint in 
bed with traction in abduction is an efficient method, 
providing it is checked up by periodical x-rays while 
in traction to determine whether or not the angle of 
abduction is right to preserve alignment. 


We have been in the habit of reducing this fracture 
by manipulation with or without an anesthetic under 
the guidance of the fluoroscope. Reduction is accom- 
plished by a combination of traction with manipulation 
and leverage. After correction of the over-riding and 
obtaining the proper angle of abduction a plaster cast 
is applied from the hand to the shoulder and around 
the body, to retain this position. In some cases the arm 
is kept to the side; in other cases in right angle ab- 
duction. 

The cast is removed in four to five weeks and a 
thorough course of physiotherapy given. 


Dr. Mauck (closing).—It hasn’t been necessary in a 
single case to use anything internally to fix a fragment. 
The fragments are usually regular, put in position, push 
together a little bit and abduction can be carried out 
very well. In not one case have we had trouble. We 
had not a case of non-union in this series. 

Our figures show that forty-one of one hundred and 
twelve fractures occurred in patients over fifty years of 
age. I have not had a single case that has had a lim- 
ited abduction. Although there has been some diffi- 
culty in gaining internal rotation, all of them have had 
it in the series. 

All text books give us the impression that the ma- 
jority of fractures are fractures of a surgical neck. We 
had not a single surgical neck fracture. 

I do not know what traumatic arthritis is. I know 
it is a painful condition about the knee joints. I have 
the feeling that most of these cases are due to some 
injury to the soft tissues. Sticking down the soft tis- 
sues by adhesions or something of that kind gives us 
our symptoms. I recognize that it is perfectly prob- 
able and does happen that we may have arthritis and 
the arthritis may affect the traumatized joints. All of 
the x-ray pictures that we have taken have been taken 
both before and after reduction. We have taken 
stereoscopic plates, in addition to the plate downward 
in most cases. 

Such angulations as we probably overlooked have 
been forward angulations of the head with the body. 
If my theory is correct that the tissues over the acro- 
mion process are stuck down, limiting the abduction, if 
there is a forward angulation, it seems those cases 
would really do better than if the arm were perfectly 
straight. 

Dr. Key asked about impactions. I have had the 
same experience as he with impacted fractures. I found 
it very difficult to straighten angulations, but as long 
as I was able to get normal motion to 90 degrees ab- 
duction, I felt that a little angulation probably was 
not significant. 

We have made it a practice to keep these shoulders 
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immobilized for six weeks. Those cases where dis- 
placement was not so great we have been taking down 
at five weeks. I have x-rayed them afterwards to 
observe any increase in angulation. They have beew 
perhaps a little too long in abduction. 





SOME FEATURES OF MEDICAL EDU- 
CATION* 


By Davi L. Epsatt, M.D.,+ 
Boston, Mass. 


The changes in medical education in this 
Country in the last three-quarters of a century 
have probably been greater than the changes im 
medical education at any time anywhere in the 
same period. I suspect they may be greater 
than the changes in any form of education any- 
where in that period. There are very good rea- 
sons for that, as you all know. In the first 
place, we may recognize that Mr. Abraham Flex- 
ner gave the impetus to an extraordinary dis- 
cussion of ourselves and an awakening to the 
consciousness of the faults of medical educa- 
tion as they existed in the medical schools of 
this Country. That started a tremendous amount 
of discussion, which still goes on, as evidenced 
by your having this Section in your Association. 
I have been in a number of other countries and 
have taken much interest in medical education 
in those countries in the last ten or fifteen years, 
and nowhere else are there such widespread dis- 
cussions of medical education. The only coun- 
try where I have seen any similar tendency 
toward it is Japan. Japan is taking things very 
seriously today in every line that affects her 
entry into world power. 

We have had perhaps the most extraordinary 
benefactions to medical education in this Coun- 
try in the last twenty years that have occurred 
in any kind of education. Of course, bene- 
factions have been very large to education 
in general, but medicine has profited more than 
any other part of education. And the phi- 
lanthropists who have given large sums have 
made the conditions such that state legislatures 
have made much more generous appropriations 
than before. We may take pride in what has 
occurred in the last twenty-five years. Many 
of our foreign friends still have the feeling in 
their minds that we are very inferior to them 
in medical education, unless they have been over 
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here and have seen it. Those who have seen it 
have a different feeling; they feel that we have 
in recent years gone beyond them in many ways. 
I do think we may have pride in what we have 
done, but we should be careful to avoid com- 
placency. 

I shall have to be a little brief and categorical, 
because of lack of time. I wish to speak of the 
things that seem to me to need thought and al- 
teration in medical education, rather than the 
things in which we can take too much satisfac- 
tion. The most dangerous situation one can 
get into is an attitude of complacency. We are 
certainly not yet in the place where we can sit 
back and rest; the time has not yet come when 
we can “sit by the fire and talk of the things 
of long ago.” 

In those countries where the medical course 
is six years, for example, it is exactly the same 
in point of time as here, but the whole six years 
is under the aegis of medicine, whereas the first 
two years here are in what we call college, in 
a general university atmosphere. I think the 
condition here is better than where all six years 
are under the aegis of the medical school, for 
a somewhat elusive reason: that the student is 
better for having had the general university at- 
mosphere for two years; that he is a better man 
and gets more maturity than if he spends all of 
the time in the medical school. In most British 
schools, except Cambridge and Oxford, the men, 
with few exceptions, get their preliminary train- 
ing in physics and chemistry and biology in the 
medical school and get the subject as prospec- 
tive physicians rather than in conjunction with 
men of general education. The men who have 
been in the great universities usually stand out 
there among the other students, so that you can 
almost pick them out from the others. They 
are much more poised, much more mature, much 
more developed in every way. The chief defect, 
as I see it, in the medical schools of this Country 
is not that too much science is taught in them. 
When you count up the time you will find that 
only the equivalent of one college year is taken 
up in science. But the science is not taught by 
the men who are handling it (I do not mean al- 
ways, for sometimes it is; but by and large) 
from the standpoint of making science part of a 
general mental and cultural development. It is 


taught from the standpoint of making science 
part of the training for a vocation. 

There was an interesting discussion this morn- 
ing in regard to the very great importance of 
training men to have a cultural point of view 
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rather than a purely medical point of view. I 
am entirely in sympathy with that. But if you 
will observe what happens in the British uni- 
versities, particularly Oxford and Cambridge, 
you will find that with the right spirit in the 
thing you can develop as fine a cultural atti- 
tude as you wish in the pure sciences. There is 
a difference in the point of view; science may 
be looked at as part of a cultural training or 
purely apart and narrowly. Students are taught 
something of elementary scholarship in’ the best 
universities when they are working for their 
B.A. degree. If you once get the method of 
scholarship you are very likely to follow out 
whatever you do with the scholarly outlook. If 
you do not, however many facts are acquired, 
you never get the scholarly outlook. There, 
the better men get the scholarly view. The great 
fault with science in this Country, as it is used 
for education in medicine, is that physics is 
taught in very small part with the idea that some 
of the men will go into other things, but chiefly 
with the view that most of the men will go into 
engineering. It is looked upon as part of that 
vocational training. Chemistry is not taught 
with general culture in view, but with the idea 
that many of the students will become chem- 
ists, especially industrial chemists. The early 
courses in science in college should be taught 
not with the idea that they are part of the edu- 
cation for a specific career, but a course that is 
intended to give educated men, who are going 
to use these things in their lives, some knowledge 
of what they mean in the general philosophy of 
life and what they contribute to the understand- 
ing of life. By that the medical man will get 
a much better understanding of life than if he 
is taught simply the burdensome factual matter 
and the technical principles of organic chemistry. 
That is a thing that we need to correct. 
Another thing we need (in the Eastern univer- 
sities, at least) is to let very superior students 
use some work toward two degrees. This has 
for years been allowed at Oxford and Cam- 
bridge. When a man gets his B.A. degree there 
he is about two years on in his medical work, 
if he is doing a superior type of work. The 
great Eastern universities might well do this, 
with, however, the distinct proviso that certain 
high scholarly standards must be met by such 
men. That would save a year or two for the 
medical student. Even if it were accepted in 
the medical course, he would come out of the 
medical course prepared to do more advanced 
scholarly work than he is now prepared to do. 
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What we may speak of as the combined degree; 
that is, the use of the college course in the med- 
ical school, will be satisfactory, although the 
great Eastern universities have held back so far. 
I would have a quality requirement, however, 
and not let any man who merely got through 
those courses have credit for them in the med- 
ical school. 


Going now to the medical sciences, so far as 
I can see, we are now teaching the medical 
sciences in this Country quite as well as in any 
country I know, and we are teaching them bet- 
ter than most of the other highly advanced coun- 
tries. One way in which I have reached, that 
conclusion is this: In the School of Public 
Health we have men coming every year from 
countries all over the world. Most of those 
men are Europeans. They are the only people 
who can compare with the North Americans, ex- 
cept perhaps the Japanese. If we wish to give 
those men public health bacteriology the first 
thing we find with many, which they realize 
themselves, is that they have had such slight 
training that they are not able to go on as 
American medical graduates would go on. What 
we do now is put most of them at first in courses 
in the medical school in bacteriology or bio- 
chemistry or physiology. 

We are giving those courses very admirably 
in the medical schools in this Country, although 
we have fallen into error in one way. We started 
with the idea that the laboratory should be used 
to illuminate the study of the subject for the 
average student. We have in one way over- 
done the laboratory in the medical sciences; in 
certain particular ones, I think, especially. It is 
not that the student spends too much time in 
the medical sciences or in the laboratory, but 
we have overdone the multiplication of expe- 
riences in the laboratory. The student rushes 
from one to the other, and it has come to be 
not an illumination of the subject but an ex- 
position of the subject through the laboratory. 
We should do very much better teaching and 
develop the men better if we contracted the 
number of experiences we give the men through 
the laboratory. I shall not mention the sub- 
jects I have in mind, but there are two of them, 
at least, in which it is a very common fault. 
If the students had a smaller number of things 
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to study through the laboratory, but studied 
them much more carefully and thoroughly, their 
general understanding of the subject would gain 
as a result. 

When I hear people say we are doing too 
much training in the medical sciences in this 
Country, I think how shocked they would be if 
they saw Japan. The Japanese people are more 
intense admirers of science than any other peo- 
ple in the world, I believe. It is extraordinary 
what they have done. I do not speak in crit- 
icism. If you remember that science really be- 
gan there with Baelz, of Germany (Baelz insti- 
tuted modern medicine in Japan), and realize 
that Baelz died in 1912, you must see how rap- 
idly they have progressed. A man gets his li- 
cense in Japan after four years of medical train- 
ing, but many of those who get a degree in 
medicine do not feel that is enough. They go 
on and take another medical degree and so get 
up to six years more. The most interesting thing 
is that that work consists mostly of work in 
the laboratory on some scientific problem. They 
are doing hardly any work in the wards, hardly 
any experimental clinical work. 


That is not surprising, if you know the wards; 
the wards as run there are not suited for re- 
search. There are all kinds and colors of cover- 
ings on the beds. The patient brings an at- 
tendant with him, usually a member of his 
family; and the attendant brings a brazier and 
cooking utensils. The family representative 
brings in food from the outside and prepares it 
for the patient. The only hospital in Japan that 
is run by really modern methods is Dr. Teus- 
ler’s Hospital in Tokyo, St. Luke’s, the hospital 
of the Episcopal Church in Japan. One hospital 
in Tokyo has a food shop in the basement, where 
they sell food to the families of the patients for 
them to take to the patients. They use that to 
get money to run the hospital. They have gone 
to an extreme in Japan. The actual medical 
course for those who have higher aspirations 
takes eight to ten years, and when they get out 
the last five or six years have been devoted 
chiefly to an abstruse piece of investigation, 
with little added clinical training. 

Now, as to the clinical years. There are one 
or two things only that I wish to speak of. We 
hear commonly expressed nowadays two view- 
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points. Most of the clinical teachers would tell 
you that the student is taught very much more 
practically now than twenty years ago; he sees 
more of patients, has more contact with them, 
and comes through the course with much more 
practical training than he had two decades or 
three decades ago. On the other hand, we hear 
many practitioners saying that the graduate as 
he comes out now is less practical in his atti- 
tude and has much less poise and initiative and 
judgment. Some of that is the natural feeling 
that all of us tend to get that things are not done 
nearly so well now as when we were students; 
but part of it is true. I do not believe the fault 
lies in the clinical teaching itself in the medical 
schools of this Country. There are faults in the 
latter; some teachers, especially the younger 
men, tend to overdo the teaching of subjects 
which are of interest chiefly to themselves; but 
the great fault is in the hospital training. Some 
of our states require hospital training: some of 
our universities do, but whether they do or not 
public opinion requires it. Now, the hospital is 
a very much better place for patients than it 
was twenty-five years ago; it is a very much 
better place for the more mature staff, and it 
is a much worse place for the training of an 
intern than it was twenty-five years ago. This 
is because he is more part of a machine now; 
he is so much in the habit of calling for expert 
help in every respect, calling for the radiologist, 
the neurologist, and other specialists, that he 
gets out of the habit of making decisions for 
himself. He also gets so much accustomed to 
the elaborate apparatus that hospitals have now- 
adays that he feels lost without it when he gets 
out. The whole experience tends to make him 
just what he is said to be; he often comes out 
with less poise and less ability to adapt himself 
‘to the demands of general practice. 

In the days when I was in the hospital there 
was far less apparatus in use; it had not come 
in. In those days it was mostly a matter of 
training in individual judgment and experience. 
The consultant then was a man of superior 
knowledge and judgment; now the consultant 
is the man with these qualities, but also with 
much knowledge of apparatus and the use of it. 
The hospital nowadays is not so good a train- 
ing for the youngster in medicine. I suspect 


SOUTHERN MEDICAL JOURNAL 


August 1929 


we may go back in some form to what they are 
trying in California and Michigan, something 
like the apprentice system; but I personally have 
felt that the methods so far devised are not sat- 
isfactory. We might devise a method of attach- 
ing the student temporarily to excellent prac- 
titioners experienced in teaching. 


There is one more thing I wish to say, and 
that is about changing the legal regulations of 
medical schools. Owing to all the investigation 
of and interest in improving medical education, 
we have become frightfully jammed with regu- 
lations. We have been told we must do this 
and that and must add this and that to the med- 
ical course. In addition to that, medicine has 
been going at a frightful pace, and medical 
teachers have felt that they had to add this or 
that or the other, and the medical student has 
been busy all day long doing something he is 
told to do. The result of that is to make the 
man less independent, with less judgment and 
less initiative than he had twenty-five years ago. 
It takes away from him all opportunity to de- 
velop his initiative or judgment; he is told to 
be in a place doing a specifically designated 
thing all day. I know some of my friends in 
college have said to men with unusual minds 
who were thinking of studying medicine: “Don’t 
go into medicine; you will be in a sort of high 
school and will lose your initiative and orig- 
inality and become merely a machine.” Much 
of this has an elusive, but very important, ef- 
fect. It has also prevented the students from 
using the library effectively. Some of our schools 
have met that difficulty by doing a surgical oper- 
ation on the curriculum, cutting some of it away. 
Several years ago we cut out 25 to 30 per cent 
of our curriculum. Some teachers thought the 
students would simply waste their time in going 
to the movies, or loafing, but the real result was 
that they did 47 per cent more reading the next 
year, and the use of the library increased in 
three years over 100 per cent. The students 
read more generally and broadly instead of read- 
ing only on things strictly required. Many 
schools have been afraid to do it, afraid the 
students would waste their time. But if you 
cannot trust the students—they are serious- 
minded, mature graduate students—then you 
should just let them take their chance and throw 
them when they come up for examination. Most 
of them will take advantage of their opportu- 
nities. 
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URINARY INFECTIONS AND URINARY 
ANTISEPTICS* 


By MontacvuE L. Boyp, M.D.,; 
Atlanta, Ga. 


The employment of urinary antiseptics for the 
treatment of urinary infections has been given 
so much publicity in the past few years that 
many physicians have placed an unfounded re- 
liance in the curative power of such drugs. Much 
of the advertising done by manufacturers of 
urinary antiseptics has made claims for them 
which very few urologists are willing to support. 
An astonishing thing to me has been that such 
advertising has been printed in the very ‘best 
American journals. Still further, some, at least, 
of the articles published on the subject of uri- 
nary antiseptics in the past few years have been 
misleading in that they have failed to emphasize 
the fact that urinary infections are practically 
always developed as the result of changes in the 
urinary tract and infections elsewhere in the 
body which must be treated to obtain a cure. 

In every case where a urinary infection has 
occurred two etiological factors exist, namely: 
(1) pathological or anatomical changes in the 
urinary tract; (2) infections, or, if you prefer, 
foci of infection, elsewhere in the body. Ex- 
perimental work, with which I am sure that you 
are familiar, and observations which occur al-, 
most daily in the experience of the urologist, 
show how hard it is to infect the normal urinary 
tract, and how easy it is to infect the diseased 
or changed tract. Also how readily an infection 
can be cured in a normal or slightly diseased 
tract, and how the difficulty of curing an infec- 
tion in a diseased tract often depends upon the 
extent of the urological changes which are pres- 
ent. Compare, for example, the easily eradi- 
cated infections of the normal bladder, which 
occur as the result of post-operative catheteriza- 
tion in herniotomy or laparotomy cases, with 
the resistant infections which occur with chronic 
retention of urine, the result of prostatic hyper- 
trophy. In the former a few doses of urinary 
antiseptic cause the infection to disappear, while 
in the latter its eradication may be impossible 
by any means. 

The commonly found changes in the urinary 
tract predisposing to infections are either in- 
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flammations of the mucosa produced by bac- 
terial toxins or by chemicals, or by trauma; or 
they are the changes resulting from obstruction 
to urinary outflow (congestion, atony, dilata- 
tion), which may or may not be accompanied 
by an actual retention of urine. 

The foci of infection from which bacteria 
most frequently reach the urinary tract are: 
(1) gastro-intestinal tract disturbances such as 
acute or chronic appendicitis, colitis, and chole- 
cystitis; (2) tonsillitis; (3) respiratory tract in- 
fections, and (4) skin infections such as Car- 
buncles. Such foci of infection are capable 
not only of supplying the bacteria which pro- 
duce the urinary infection, but also of preparing 
the tract for the development of the infection by 
producing an inflammation of the mucosa. For 
example, two of my patients, both young 
men, had each a small acute tonsillar abscess 
causing almost no local symptoms, but accom- 
panied by a marked increased frequency and 
urgency of urination, and one of them even wet 
his clothes a number of times. There was no 
actual infection of the urine, but some pus and 
red blood cells were present. In both cases the 
irritation was immediately relieved by opening 
the small abscess. Such inflammations of the 
mucosa of the urinary tract occur with many 
foci of infection, and not uncommonly they offer 
an opportunity for the development of urinary 
infections when bacteria pass through the kid- 
neys or are introduced through the urethra. And 
as long as the inflammation is continued by the 
toxins it is extremely difficult to cure the infec- 
tions. 

This is illustrated by a young man with a 26 French 
urethral stricture and a colon bacillus cystitis, who came 
in complaining of an increased frequency and a burn- 
ing on urination. He seemed otherwise to be perfectly 
well, but the urinary symptoms and infection persisted 
for five or six weeks in spite of urinary antiseptics, dila- 
tation of the urethral stricture, bladder irrigations, and 
so forth. The kidneys were not infected and I was at 
a loss to explain the persistence of the condition until 
through a sudden exacerbation it became evident that 
he had a chronic appendicitis. Appendectomy resulted 
in immediate disappearance of the symptoms and of 
the cystitis. 

A discussion of urinary antiseptics might well 
be expected to include salol, boracic acid, acri- 
flavine, mercurochrome, gentian violet, and still 
other drugs. But in my experience of now twenty 
years in urology I have come to rely almost en- 
tirely upon three drugs: urotropin, methylene 
blue, and caprokol, whose effectiveness has not 
infrequently to be augmented by the adminis- 
tration of monobasic acid sodium phosphate or 
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perhaps ammonium chlorid. I have not been 
able to discover in acriflavine (by mouth or in- 
travenously) gentian violet, or mercurochrome 
when used as urinary antiseptics any more effi- 
cient assistance than I have been able to obtain 
by an intelligent use of urotropin, methylene 
blue, and caprokol, and I am not satisfied that 
acriflavine and mercurochrome in the larger 
doses, which are often needed to obtain any 
demonstrable effect, are entirely uninjurious. In 
spite of that, they perhaps are indicated in some 
cases of acute or chronic pyelonephritis, but it is 
extremely rare that the usual treatment of such 
conditions (by removing all foci of infection, 
and by the ordinary antiseptics, ureteral dilata- 
tions and pelvic lavage) fails, and that I have to 
fall back upon gentian violet or mercurochrome 
for assistance. 

In addition to treating these cases by remov- 
ing the foci of infection, remedying the changes 
in the urinary tract, and administering the so- 
called urinary antiseptics, drugs for acidifying 
the urine are very often indicated. This is the 
case because, first, some of the urinary infec- 
tions tend to produce alkaline urine; secondly, 
because a fairly acid urine seems to inhibit the 
growth of bacteria, and when urotropin is em- 
ployed it assists in the liberation of formalde- 
hyde. For this purpose I have found only two 
drugs which I care to employ, monobasic acid 
sodium phosphate and ammonium chlorid. While 
there is no doubt about the efficacy of ammo- 
nium chlorid in producing a strongly acid urine, 
I have been unable to use it where it was 
particularly needed, because in many such 
cases the gastro-intestinal tract is already dis- 
turbed, and the ammonium chlorid at times, 
even in small doses, produces a greater gastric 
discomfort and varying degrees of nausea. Mono- 
basic acid sodium phosphate is better tolerated, 
but is less efficacious in changing the reaction 
of the urine. If used intelligently, however, 
monobasic acid sodium phosphate often gives 
very gratifying results and it is borne usually, 
if taken in small doses, even by those who com- 
plain of gastro-intestinal disturbances. Since it 
has some cathartic action it is occasionally on 
that account of assistance in clearing up gastro- 
intestinal disturbances. There are instances in 
which neither of the two drugs can be employed 
satisfactorily, and it is then advisable to employ 
either methylene blue or caprokol. Sometimes 
one and sometimes the other gives the results 
desired. 


The urinary antiseptics are of most pro- 
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nounced value in chronic infections of the gen- 
ito-urinary tract, first of all for the control of 
the infection (preventing exacerbation of the in- 
fection); secondly, to overcome as far as pos- 
sible the activity of the infection so that the 
patient may be as free as possible from symp- 
toms until the causes for the continuation of the 
infection can be relieved. In acute urinary in- 
fections urinary antiseptics are not always in- 
dicated. In the very acute bladder infections 
there is so much discomfort from the inflamma- 
tion that sedatives such as potassium citrate 
and tincture of hyoscyamus are indicated instead 
of urinary antiseptics. In the acute kidney in- 
fections such as pyelitis and pyelonephritis, with- 
out urinary obstruction, I am inclined to rely 
upon methylene blue and caprokol, if there is 
not too much gastro-intestinal disturbance. If 
there is a pronounced disturbance of the gastro- 
intestinal tract it is evident that alkalies alone 
often give more satisfactory results. When uri- 
nary obstruction is present with the acute kidney 
infections I think that there can be no question 
that urinary antiseptics are usually the treat- 
ment of choice. 

When acute infections exist in the substance 
of the kidney, urinary antiseptics are of course 
of small, if any, value. In these cases intra- 
venous injections of mercurochrome, or gentian 
violet, can perhaps be employed with benefit, 
“but it is well to remember that in such cases 
they are not used as urinary antiseptics. 


UROTROPIN OR HEXAMETHYLENAMINE 


Acute urinary infections, with their concomi- 
tant inflammations, are sometimes made worse 
by the administration of urotropin, because in 
some cases it is irritating to the urinary tract. 
It should, therefore, always be employed with 
caution, especially in the acute conditions. Some 
authorities have for a long time maintained that 
alkalies and urinary sedatives are better than 
urinary antiseptics in some of the acute urinary 
infections, especially in pyelitis of children. This 
applies more particularly to urotropin, as I have 
explained above, but I am not sure that it is true 
of methylene blue or caprokol. 

Occasionally in chronic urinary infections a 
quite marked irritation of the urinary tract oc- 
curs with even 30 to 45 grains of urotropin a 
day. One of my patients cannot take even five 
grains twice a day without an annoying irrita- 
tion of the bladder. In these cases where an 


irritation from urotropin appears its presence 
should be recognized from urinary examinations, 








ali initia 
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for there is a marked increase in the number of 
epithelial cells in the urine, and often red blood 
cells appear; the pus cells and bacteria often 
increase, they may become less, but I have never 
seen them disappear as long as the irritation 
continues. One or two large doses of sodium 
bicarbonate will usually cause the developing 
symptoms of bladder irritation which are due to 
the urotropin to disappear within an hour or 
two. 


Urotropin is perhaps the cheapest, the most 
conveniently given, and the most easily taken 
of the so-called urinary antiseptics. A good deal 
of experimental work has been done to deter- 
mine the dose which must be given to obtain a 
sufficient concentration of formaldehyde in the 
urine, but in that connection it must be re- 
membered that with fairly normally functioning 
kidneys the concentration in the urine of the 
liberated formaldehyde, or of any urinary an- 
tiseptic, depends as much on the quantity of 
water the patient drinks as upon the quantity 
of drug ingested. I am perfectly sure that there 
has been and still is a rather general misunder- 
standing of the use of water in urinary infec- 
tions. Somewhere the taking of large quantities 
of water by all genito-urinary patients was 
started, and it has become a fad, and water is 
prescribed unnecessarily in large quantities by 
many physicians in treating every urinary infec- 
tion. A very dilute urine materially interferes 
with the effectiveness of urinary antiseptics be- 
cause it dilutes the urinary antiseptics too 
greatly, and because, as Leonard* has shown, 
the increased surface tension of a dilute urine 
makes the penetration of the cell membrane of 
the organism by the antiseptic more difficult. 
Unless large quantities of water are indicated to 
assist badly impaired kidneys, the urinary in- 
fection is usually more effectively treated with 
urinary antiseptics when there is only a moderate 
dilution of the urine. Of course, a concentrated 
urine is itself somewhat irritating to the urinary 
tract. It would not be necessary to add that, 
were it not possible that some over-enthusiastic 
therapeutist might be misled into cutting down 
the fluid intake too greatly. 

With moderately concentrated urine it is my 
experience that ten grains of urotropin three 
times daily is often a sufficient dose to inhibit 
the activity of an infection and give the physi- 
cian and the patient’s body a chance to over- 
come it. And, also, with that size dose I find 





*Leonard, Veader; and Frobisher, Martin: Surface 
Tension. Trans. Amer. Ass’n. G. U. Surg., 18:333, 1925. 
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less tendency to gastro-intestinal and urinary 
tract irritations. On the other hand, Hinman 
and others claim that fifteen grains three times 
a day is the minimum dose for the production 
of a sufficient amount of formaldehyde in the 
bladder. 


Urotropin seems useless in conditions in which 
the urine is neutral or alkaline. Therefore, if 
urotropin is preferred to methylene blue in those 
conditions it is necessary to acidify the urine. 


Methylene Blue—Methylene blue is really a 
very effective urinary antiseptic in many genito- 
urinary infections. I have rarely seen any irri- 
tation from six grains a day, but when some 
constipation exists there is occasionally a gastro- 
intestinal upset following that amount. It has 
been particularly useful to me in treating infec- 
tions of the bladder which produce alkaline 
urine, and, as it seems to have some sedative 
effect, it is very helpful where there is slight 
bladder irritation. 

In case of cystitis, where the urine is colored 
with methylene blue, one can see at cystoscopy 
the mucus which covers the inflamed areas of 
the bladder stained intensely blue. No doubt 
there is some affinity of the mucus for the stain, 
so that the drug is present in greater concentra- 
tion over the inflamed areas and is able to pro- 
duce a marked antiseptic action in the body, 
more marked than a dilution similar to that in 
the urine produces when tried in a test tube. 


Methylene blue, as you will remember, was 
used in a renal functional test for a long time 
and, as would therefore be expected, the concen- 
tration of the dye in the urine of patients with 
badly diseased kidneys is so limited that it is 
ineffective as an antiseptic. I keep that pos- 
sibility in mind and never continue methylene 
blue when I find that the urine is not sufficiently 
colored after twenty-four to forty-eight hours. 
It is worth observing also that occasionally the 
methylene blue is passed out in the urine as a 
colorless chromogen and it seems then, also, to 
be ineffective as an antiseptic. 


Caprokol._—My earlier experience with capro- 
kol was disappointing because the capsules were 
very difficult for many patients to take without 
having a gastro-intestinal upset. For a year or 
two I have been employing large doses of capro- 
kol in oil, administering it in small quantities of 
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orange juice or grape juice. With that method 
I have seen much less gastro-intestinal disturb- 
ance resulting, and in certain cases I have found 
it a more effective antiseptic than any of the 
others I have mentioned. It has been particu- 
larly useful in controlling the activity of the in- 
fection in certain cases of chronic alkaline cys- 
titis, so that in several cases it has been pos- 
sible by its administration alone to keep the 
urine slightly acid, even when that was not pos- 
sible with urotropin or methylene blue reinforced 
by acid sodium phosphate. So far I have not 
been able to discover the signs which point out 
the cases in which caprokol is superior, and I 
have been using it mostly where urotropin and 
methylene blue were not effective or not well 
borne, or in some way objectionable, as is not 
infrequently the case. For some patients who 
are not very sick even object to the methylene 
blue because it stains the clothes slightly. Fur- 
thermore, I often employ it when there is an 
acute inflammation in the urinary tract, par- 
ticularly when I expect to have to perform a 
*phthalein test, with which methylene blue would 
of course interfere. 


When nausea exists it is frequently not pos- 
sible for patients to take caprokol. That is often 
the case after genito-urinary operations, espe- 
cially kidney operations, following general anes- 
thesia, with renal colic, etc., where it is often very 
necessary or at least desirable to give a urinary 
antiseptic. In such instances I have not infre- 
quently found it possible for the patients to take 
urotropin or methylene blue when caprokol could 
not be borne. 


SUMMARY 


The publicity given urinary antiseptics in the 
Past few years makes it advisable to redirect the 
attention of the profession to the need of re- 
moving the causes of urinary infection, as well 
as of treating the patient with urinary antisep- 
tics. The causes for the production and con- 
tinuation of the infection being removed, there 
is a tendency for the body to overcome infection, 
so that in many cases only a little assistance 
from urinary antiseptics is required for the cure 
of the infections. This often permits the use 
of the most conveniently employed of the three 
antiseptics, urotropin, which occasionally has to 
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be reinforced by the use of monobasic acid so- 
dium phosphate or ammonium chlorid for the 
purpose of acidifying the urine. Methylene blue 
is sometimes better than urotropin, especially in 
those cases where urotropin is irritating to the 
urinary tract or where there is a slight irritation 
from the infection, and also with alkaline urine 
where it is difficult to acidify the urine. Capro- 
kol is sometimes better than either of the other 
two and should be employed in those cases. 
However, it is ineffective in at least some cases, 
expensive, unpalatable to some patients, and 
may produce pronounced gastro-intestinal up- 
sets. At least, in the cases where these things 
mitigate against its employment it should be 
avoided. 

Careful observation will often indicate the 
most effective antiseptic for the particular case, 
and a daily check of the urine will show whether 
it is producing the expected results or whether 
a change to another drug is indicated. 





DISCUSSION (Abstract) 


Dr. Douglas Vanderhoof, Richmond, Va.—All of us 
have had our distinct disappointments in the employ- 
ment of urinary antiseptics. These drugs may be ir- 
ritating to the urinary tract and incidentally they ar. 
ineffective in the majority of cases and have not a 
real curative effect. It is surprising how very resistant 
chronic urinary tract infection may be. I have in mind 
a very cooperative patient, a woman with a bilateral 
colon bacillus infection of the kidneys, who proved to 
be absolutely resistant to every form of urinary anti- 
septic, including the use of mercurochrome intrave- 
nously. 

Dr. Boyd has pointed out and emphasized the ne- 
cessity of a competent urologic examination, because in 
many cases of urinary tract infection there is an ob- 
structive factor which, of course, cannot be relieved by 
drugs. He has also emphasized the interesting possi- 
bility of repeated infection of the urinary tract in in- 
stances of chronic focal infections elsewhere in the 
body. Some of his patients illustrate in a very striking 
way the subsidence and disappearance of the urinary 
tract infection when such a focus of infection is re- 
moved. Of course, the title and scope of his paper 
did not include the use of vaccines and the employ- 
ment of urologic measures. 

We must agree with his conclusions that urinary an- 
tiseptics have three functions: first and very im- 
portant, the prophylactic use where the urinary tract 
may become infected; second, to ameliorate the ac- 
tivity of the infection while other measures are being 
adopted to remove the cause; and third, their occa- 
sional curative action. 
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THE PLACE OF THE PHYSICIAN IN A 
TUBERCULOSIS CONTROL PROGRAM*} 


By Marvin F. Haycoop, M.D., C.P.H., 
Nashville, Tenn. 


Much has been said as to the desirability of 
mutual understanding and coordinated action of 
health departments and private practitioners of 
medicine in an endeavor to render a maximum of 
health service to the greatest number of people. 
A large portion of this has been most apropos. 
Meritorious schemes have been advanced, splen- 
did ideas have found expression, and in all greater 
security of health, happiness and life itself has 
been the objective. It would now seem wise to 
begin in earnest the transformation of discussion 
into action, dreams into realities, and plans into 
performances. 

In Tennessee this is being done at the present 
time. Mutual understanding has been effected; 
public health officials and private physicians are 
now with concerted action attacking many of 
these problems. 

The State Medical Association through a liai- 
son committee acts with the State Commissioner 
of Public Health in the formulation of new pro- 
grams. Then, before an attempt is made to put 
these into effect in the several subdivisions of 
the State, the medical profession of those areas 
is fully apprised of details and their approval and 
leadership secured. In the event the profession 
is unorganized in any area considered, as many 
of the physicians as practicable are interviewed 
and the plan fully explained. No program is put 
into effect in any community unless fully en- 
dorsed by the profession. 

The first specific development of this policy 
applied on a state-wide basis was in connection 
with the establishment of a tuberculosis control 
program. This, as a matter of fact, antedated 
the appointment of the liaison committee by 
the State Association. The soundness of this 
idea had already been proven by application in 
counties with whole-time health units and in the 
distribution of biologicals. We can best illus- 
trate these principles and policies by presenting 
certain phases of the tuberculosis control pro- 
gram of the State. 





*Read in Section on Public Health, Southern Med- 
ical Association, Twenty-Second Annual Meeting, 
Asheville, North Carolina, November 12-15, 1928. 
_tFrom the Tennessee Department of Public Health, 
Nashville, Tenn. 
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PRELIMINARY CONSIDERATIONS 


At the outset it was fully realized that neither 
health departments nor the medical profession, 
working independently of each other, could ac- 
complish ends desired. It is quite obvious that 
prevention could scarcely be effective unless the 
active cases were placed under proper medical 
care. Treatment of these cases is clearly the 
function of private physicians, but to produce 
the best results possible from treatment patients 
must be found, their conditions diagnosed, and 
they must be placed in the care of physicians 
at the earliest time practicable. 

Since private physicians cannot ethically so- 
licit patronage, it obviously becomes the duty 
of some organization to undertake the respon- 
sibility not only of finding the early cases of the 
disease, but also of placing and maintaining 
them under medical care. The following part- 
nership arrangements have been effected: the 
State and local health departments undertake to 
do case finding and clinic organization, as well 
as post-clinic nursing follow-up of all patients 
diagnosed as “positive” or “suspicious” at the 
clinic; the State Department employs and fur- 
nishes to the physicians the services of clinic 
consultants; the physicians handle all matters 
pertaining to the treatment of cases. 


THE PLAN 


The State Department of Public Health, with 
the assistance of the local physicians, organizes 
a series of case finding and diagnostic clinics 
in the county. The number and location of 
the clinics is usually the responsibility of the 
physicians. A nurse from the State Depart- 
ment is assigned to the county to do the actual 
field work for the local profession. Full use is 
made of the recent morbidity and mortality 
records for the county. The remaining mem- 
bers of the family or household where the dis- 
ease had recently existed, or may still be pres- 
ent, are among those who are especially invited 
to the clinic, since they represent that group 
of the population most heavily exposed to in- 
fection. The advice of the physicians who 
treated the patients of which we have record is 
sought as to those whom they suspect as being 
victims of tuberculosis and, therefore, should be 
preferred at the clinic. These and others whom 
the members of the profession suggest are ad- 
vised to attend. On receiving assurance of in- 
tention to do so, they are listed for examination. 

Advanced, therefore known cases of disease 
are not invited, nor is the public generally en- 








724 


SOUTHERN MEDICAL JOURNAL 


August 1929 


TABLE I 


SUMMARY OF RESULTS OF INQUIRIES OF MEDICAL PROFESSION AS TO VALUE OF TUBERCULOSIS 
PROGRAM AS UNDERTAKEN JOINTLY BY THE MEDICAL PROFESSION AND THE TENNESSEE 
DEPARTMENT OF PUBLIC HEALTH (DATA COMPILED FROM FIRST 352 RESPONSES) 
















































Physicians who either attended 
clinics or treated patients, or both 
| Phys. not 
attending Grand 
Not attending clinics nor Total 
Attending clinics but Total treating 
Clinics treating patients 
patients 
I TO I ai sscesccner ce ceinchiceceantinccniesecotaccarinccornesenen 136 75 211 141 352 
No. “positives” treated by these physicians............... $11 121 432 
No “positives’’ reported improved.......................----+ 185 57 242 
Per cent ‘“‘positives’’ reported improved............. adie 59.5 47.1 56.0 
No. “suspicious” treated by these physicians........... 331 183 514 
No. ‘‘suspicious’’ reported improved.................... nae 220 — 108 328 
Per cent ‘‘suspicious’” reported improved................... 66.5 59.0 63.8 i , 
No. physicians whose opinions were favorable.......... 114 ; 56 a 170° 73 243 
Per cent physictans whose opinions were favorable... 83.8 74.7 80.6 51.8 69.0 
No. physicians who expressed no opinion.............-..--.-- 7 e 14 54. 68 
Per cent physicians who expressed no opinion......... 5.1 9.3 6:6 38.5 19.3 
No. physicians who were unfavorable...................... 15 12 27 14 41 
Per cent physicians who were unfavorable.......... 11.0 16.0 12.8 9.9 11.6 














couraged to attend. In fact the small amount 
of publicity used clearly sets forth that those 
merely seeking a free examination will not be 
expected, but only those who have some rea- 
son to be suspicious of their own physical con- 
ditions. Some of the symptoms indicative of 
early tuberculosis are mentioned in the news- 
paper articles. 

On the day of the clinic operation a specialist 
furnished by the Department is in attendance 
to assist the local physicians in the matter of 
diagnosis. The nurse attends and assists in the 
operation of the clinics. Among the items of 
information which she secures from each case is 
the name of the family or personal physician. 
In all instances the patient, parent or guardian 
chooses the physician. The representatives of 
the Department will in no case recommend any 
particular physician, nor do they indicate to 
the patients the nature of the findings, but in 
each case a confidential report in the form of 
a copy of the complete record is immediately 
forwarded to the physician chosen. The pa- 
tient is urged to consult his or her physician 
within three days, and is told that a copy of the 
record will be sent to him. 


POST CLINIC FOLLOW-UP 


Following the clinics the nurse remains in 
the county to assist the physicians in the treat- 
ment of their cases only in accordance with 
their written and signed instructions. She is 
required not to offer suggestions as regards 
treatment, but to do all possible in the interest 


of close cooperation between patient and phy- 
sician. She is to make a minimum of two visits 
to each patient, and report back to the phy- 
sician. 


RESULTS 


This plan was begun during the latter part 
of 1927, the first clinic being held on Novem- 
ber 14 of that year. It is, of course, too early 
to speak in positive terms as to the ultimate 
results. During the year, however, approxi- 
mately 9,000 examinations have been made. The 
percentage of “positive” and “suspicious” are 
23.8 and 21.7, respectively. 

Under this plan and with the funds avail- 
able ($45,000 per year), it is possible to hold 
clinics in every county twice each year. Spe- 
cial effort is made to secure attendance on re- 
peat clinics by those previously found “positive” 
or “suspicious.” 


THE PROGRAM IN COUNTIES HAVING WHOLE- 
TIME HEALTH SERVICE 


In the twenty-three counties of the State hav- 
ing whole-time health units, the program is much 
more effective and its operation quite simple. 
The health officer or director of the unit, together 
with the local physicians, assume full responsi- 
bility for its success. The State Department fur- 
nishes the clinic consultation service. At the 
present time the control of tuberculosis is given 
a place commensurate with its importance in the 
county health programs, a development which it 
is hoped will be as fruitful of results as has been 
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their activities in the prevention of typhoid 
fever, diphtheria, and many other controllable 
diseases. In fact, the ultimate success of any 
such plan depends very largely upon the estab- 
lishment of local all-time health service in each 
and every subdivision of the State. It would 
be impossible to place too much emphasis on 
the value of local whole-time health service for 
all of the people. 


REACTIONS OF THE PHYSICIANS 


An earnest effort has been made by both the 
Department of Public Health and a large num- 
ber of the physicians to cooperate in this under- 
taking. The physicians are successfully treat- 
ing many of the patients found, the vast. ma- 
jority of whom were not advanced cases. Their 
placement under medical care during the early 
stages of the disease is appreciated by both pa- 
tient and physician. 

Preference has been given rural counties of 
the State. Inquiry of the 1489 physicians prac- 
tising in these areas as to their opinions of the 
value of the service has been made. The follow- 
ing table sets forth a summary of the first 352 
replies received. 

From this table it can be seen that of the 432 
“positive” patients treated by local physicians 
who responded to inquiry, 242, or 56.0 per cent, 
are reported by them as improving. The per- 
centage of “suspicious” showing improvement is 
63.8. Also, 80.6 per cent of these same physi- 
cians state that they favor this type of service. 

It is of interest to observe that during the first 
series of clinics physicians submitted written in- 
structions to the follow-up nurse in 67 per cent 
of the “positive” and 52 per cent of the “sus- 
picious”’ cases. For those examined in the sub- 
sequent series of clinics the percentages are 96.5 
and 96, respectively. 

A review of the comments of the physicians 
as to the value of the service clearly demon- 
strates their interest in, and understanding of, 
the problem, and that the vast majority are in 
hearty accord with the plan. By means of ran- 
dom sampling the following comments from 
among the group of those who had treated one 
or more patients, attended clinics, or both, the 
following have been selected: 


(1) “It is too early for me to form a definite opinion. 
Later developments in these patients will determine the 
value of this service.” 


(2) “It is an important work.” 

(3) “Good.” 

(4) “To be encouraged.” 

(5) “Generally speaking, the service is valuable.” 
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(6) “I think the service is worth while and benefi- 
cial.” 

(7) “I think it good.” 

(8) “Good. This is the way to educate people in re- 
gard to preventing tuberculosis.” 

(9) “Good. Would like to have more of them.” 

(10) “I think this service is of value if properly fol- 
lowed. . . .” 

(11) “I think it valuable. It causes some to be 
treated that otherwise would not.” 

(12) “Of much value, especially in educating the 
public.” 

(13) “I think it is of great good and shall lend my 
aid in every way possible.” 

(14) “Theoretically it is fine. Practically it amounts 
to nothing so far as my observation and experience 
goes.” 

(15) “Excellent.” 

(16) “Good as far as it goes. No tuberculosis should 
be treated at home. We should have hospitals to take 
care of all such patients. They should be forced to 
go to hospitals. They are far more dangerous than an 
alcoholic.” 

(17) “Very beneficial to the suspicious.” 

(18) “Educationally it is fine for the people.” 

(19) “It has not helped anyone that I’m aware of.” 

(20) “Too much cannot be said complimentary to 
this service and especially of those operating the clinics.” 

(21) “If followed up, the value is great.” 

(22) “Believe it to be very beneficial.” 

(23) “I think this is unquestionably the only way 
to find tuberculosis in its incipient stage in a majority 
of the cases. The great majority of the children would 
not be examined otherwise.” 

(24) “From an educational standpoint, this service has 
been worth more to the common people of my county 
than all the sermons that I have preached to them 
along the same line the last twelve years.” 

(25) “It is valuable. If this work be continued no 
one can place an estimate on its value to the public 
at this time, and on the coming generation. I cer- 
tainly believe in it from every viewpoint.” 

In his annual address on “Cancer,” the re- 
tiring President of the Tennessee Medical Asso- 
ciation, Dr. Battle Malone,? had the following 
to say: 

“Within the last year our State Health Department 
has conducted tuberculosis clinics in most of our coun- 
ties with gratifying results. This work has been car- 
ried out in such a way as to cause no friction with 


the local members of the profession. Similar clinics 
for cancer patients should be undertaken.” 


SUMMARY 


(1) The medical profession and the State and 
local health departments have effected and put 
into operation a program of mutual understand- 
ing and close co-operation. 

(2) An outstanding example of this is illus- 
trated by a tuberculosis field control program. 
The health departments accept the responsibility 
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for case finding, assist in clinic operation, and 
furnish expert diagnostic consultation service; 
and through their nursing personnel do the post 
clinic follow-up only in accordance with written 
instructions of the physician in charge of the 
treatment of the case. The health authorities at- 
tempt no treatment, neither do they advise pa- 
tients as to the clinic findings, nor indicate any 
preference of physician. 

(3) Responsibility of treatment is accepted 
by the private physicians. The patients, their 
parents or guardians, must select their own phy- 
sician. All financial arrangement is a private 
matter which concerns only the patient and his 
or her physician. 

(4) With only a year’s experience from which 
to judge, there is much evidence of splendid re- 
sults. Physicians report improvement of 56 per 
cent of “positive” cases. More than 80 per cent 
of the physicians are seemingly pleased with the 
plan now being followed. During the first series 
of clinics physicians submitted to the follow-up 
nurse written and signed instructions for 67 per 
cent of the “positive” and 52 per cent of the 
“suspicious” cases. For subsequent clinics these 
percentages are 96.5 and 96, respectively. 





DISCUSSION (Abstract) 


Dr. K. S. Howlett, Franklin, Tenn—A certain very 
excellent book that was recently published especially 
emphasizes the difference between success by contribu- 
tion and success by acquisition, to the advantage of 
the former, and the point is made that the success is 
determined (and especially by medical men) by what 
we put into life, and not by what we get out of it. 

The medical profession has certainly adopted the suc- 
cess by contribution as its criterion to work to. We do 
not have to go back to our pioneer days to get exam- 
ples of this. Only within the last year the Journal 
of the American Medical Association, in speaking of 
the martyrs of medicine, referred to those three workers, 
Dr. Stokes, Dr. Noguchi, and Dr. Young, who, within 
a year have given their lives in research work on the 
gold coast of Africa. Neither have we to confine our- 
selves to the research workers. 

Every practising physician is essentially a health 
officer. No matter how much interest he may take or 
how much pride he may feel in relieving human suffer- 
ing, in curing those already infected with some disease, 
the idea comes to him when he meets the cases that 
are absolutely hopeless and where his ministrations can 
only bring relief and not cure, how much better it 
would have been had this disease been prevented; had 
this suffering never taken place. 

The first thing Dr. Haygood mentioned in his paper 
that I would call your attention to is the fact that the 
State Medical Association of Tennessee at its last meet- 
ing authorized the appointment of a liaison committee 
whose purpose is to keep up a cordial feeling of co- 
operation between the State Medical Association and 
the State Board of Health. This suggestion came from 
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a member of the State Board, and after careful con- 
sideration was adopted by our own house of delegates. 
As President of that Association, there was no other 
committee that I gave as much thought to as to this 
liaison committee, because of its importance to the public 
welfare of our State. 

Now, another point that I would call to your atten- 
tion is that in the State tuberculosis control Dr. Hay- 
good said that 83 per cent of physicians who attended 
these cases endorsed in toto the program of the State 
Board. Even among those who did not attend the 
clinics, and did not treat any of these cases, and hence 
were indifferent to them, 51 per cent endorsed them. 

It is an easy matter for any state board to keep in 
touch with the private physician and thereby get his 
cooperation, without which almost any program put 
on will be a failure. 

I think you will all agree with me that the preven- 
tion of disease is a full-time man’s job, and the health 
officer has no time to devote to the cure of the sick, 
even charity cases. That is the province of the prac- 
ticing physician, solely. 





HEMOSTASIS DURING AND AFTER 
SUPRAPUBIC PROSTATECTOMY* 


By Epcar G. BALiLenceER, M.D., F.A.CS., 
Omar F. Exper, M.D., 
and 
Haroitp P. McDona tp, B.S., M.D., 
Atlanta, Ga. 


The loss of blood during and after suprapubic 
prostatectomy in the past has contributed, di- 
rectly or indirectly, considerably to complica- 
tions such as shock, anuria, vomiting, hiccough’ 
and pneumonia. Among the expedients employed 
to prevent or lessen post-operative hemorrhage 
are: packing with gauze, the use of hemostatic 
bags as devised by Hagner, Pilcher and others; 
hemostatic agents employed locally or by hypo- 
dermic injections, transfusions, and so forth; li- 
gating bleeding vessels and closure of prostatic 
bed by suture. The last mentioned methods are 
not easily carried out in two-stage prostatec- 
tomy. If it be a one-stage operation, even in 
the hands of expert operators, considerable time 
is required for adequate ligation of bleeding ves- 
sels or the proper closure of the prostatic bed 
as done by Lower and others. With much bleed- 
ing and when they are most needed, ligation and 
suture become increasingly difficult. Further- 
more, hemorrhage may come from the deeper 
part of the prostatic socket and may not be 
amenable to ligation or suture methods. Pack- 
ing is less efficient than bags and more painful 
to remove. Neither packing nor Hagner nor 
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Pilcher bags can be employed conveniently later 
when unexpected bleeding occurs, and if the su- 
prapubic suturing is fairly snug neither these 
bags nor packing can be removed without con- 
siderable, though momentary, discomfort. 


While it is of course true that in the majority 
of instances hemorrhage is not of any conse- 
quence, in those instances when it does occur 
the life of the patient may depend upon the 
prompt employment of adequate measures. Some- 
times bleeding is considerable at the time of 
operation with surprisingly little afterward, or 
just the reverse may be true and serious post- 
operative hemorrhage may come unexpectedly. 
We have not found it possible to predict with 
sufficient certainty either when unexpected hem- 
orrhage will occur nor as to the amount a given 
patient may tolerate without the likelihood of 
dangerous consequences. With this uncertainty 
in mind, we have endeavored to evolve a plan 
to control post-operative hemorrhage in a def- 
inite mechanical way. 

Bleeding which occurs at the time of opera- 
tion depends to some extent upon the type of 
anesthesia employed. Spinal anesthesia lowers 
blood pressure and thereby lessens hemorrhage 
during prostatectomy, but may increase the per- 
centage with unexpected hemorrhage. Two- 
stage operations, as a rule, are attended with 
less bleeding than one-stage operations, although 
in the latter larger incisions are used and closure 
of the prostatic bed and 


SOUTHERN MEDICAL JOURNAL 





727 


cleavage and in rendering the enucleation of 
hypertrophied masses easier. ; 


As early as 1915 Allen asserted that the addi- 
tion of 10 or 15 minims of adrenalin, 1-3000, 
to novocain solution injected into the tissues 
around the prostate caused a blanching of the 
prostate and lessened the bleeding during pros- 
tatectomy. We have confirmed his observations 
and found that by this procedure hemorrhage 
during the operation is definitely lessened. 


Hemostatic Bags—About six years ago we 
made an effort to devise a smaller and softer bag 
which could be introduced or removed through 
the urethra without disturbing the suprapubic 
tube or closure. Our effort along this line was 
not sucecssful, but it was found that less bulky 
bags could be removed through the urethra and 
also with even less pain through a_ half-inch 
drainage tube, or through the incision. We 
found, furthermore, that by carrying umbilical 
tape or a string through the tube, bladder and 
urethra, that these bags could be introduced from 
above, and that if late bleeding arose this pro- 
cedure could be carried out readily and with lit- 
tle pain. 

The bag we finally settled upon has an outer 
casing of soft, thin oiled silk which when dis- 
tended holds the desired shape. Inside the oiled 
silk bag is an air-tight rubber bag which acts 
like an inner tube of an automobile tire. Both 
bags are separately, securely and neatly tied over 





ligation of bleeding points 
are rendered easier than 
in the former. 


When we began the use 
of periprostatic infiltra- 
tion with novocain, util- 
izing a tube to guide 
the needle to the tissues 
around the prostate, we 
were soon impressed with 
the small amount of bleed- 
ing which occurred dur- 
ing prostatectomy. Post- 
operative bleeding also 
appeared to be lessened, 
probably because a con- 
siderable part of the in- 
filtrating solution was in- 
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jected between the pros- 
tate and its sheath, there- 
by assisting in maintain- 
ing the proper line of 


to maintain traction. 


Hemostatic bag distended, clamped and drawn into prostatic bed. 
removed through suprapubic tube, incision or urethra. 
curved catheter to pull bag into place. 


Fig. 1 

Bag may be 
Insert on right shows 
Insert on left shows pully and weight 
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a rubber catheter, 16 French. A short section 
of glass tubing is placed in the catheter so as 
to maintain its lumen at the part where the bags 
are tied. When collapsed such bags may be 
drawn through a 26 opening; they may be ster- 
ilized by boiling, and the exact amount of fluid 
necessary to give the desired shape and con- 
sistency should be determined in advance and 
recorded on the chart. 


Having performed the suprapubic cystotomy 
and obtained periprostatic anesthesia, the pros- 
tate is enucleated in the usual manner. 


After assuring ourselves that all of the hyper- 
trophied masses have been removed, the catheter 
which was partly taken out while injecting the 
novocain is now passed into the bladder and out 
through the suprapubic incision, where the end 
of the tube attached to the hemostatic bag is 
slipped over the end of the catheter, which is 
then drawn through the urethra until the bag 
is in the bladder. A French, woven curved cath- 
eter with a small tip permits the attachment of 
the tube of the hemostatic bag with greater ease 
than does a sound. The bag is distended with 
the desired amount of sterile solution, previously 
determined. The tube is clamped and traction 
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is made so as to pull the distended bag and torn 
edges of the mucosa into the socket from which 
the prostate was removed. This procedure re- 
quires not more than a few moments. Bleeding 
is checked at once and an assistant keeps up 
the traction until the operation is completed. 

Anticipating the removal of the bag a few 
days later, and in order that it may be done 
painlessly, the string attached to the bag is car- 
ried through the half-inch drainage tube before 
it is placed in position so that the bag may be 
pulled out through the tube or through the in- 
cision. A small drain is introduced into the 
prevesical space and the incision is closed in the 
usual manner. 

While the patient is being taken to his room 
the tube is attached to the leg or thigh with 
adhesive plaster to maintain traction until 
weights are connected by means of a string over 
a small pully attached to the foot of the bed. 
The short time required for placing the bag in 
position and the subsequent satisfactory control 
of hemorrhage minimize the operative and post- 
operative loss of blood. We now nearly always 
use hemostatic bags, although at times we remove 
weights shortly after the operation. If the bleed- 


ing seems insignificant the solu- 














Fig. 2 


Hemostatic bag being pulled through suprapubic tube to check un- 
In actual use the dressings 
left at time of 


expected bleeding after prostatectomy. 
are not removed. Insert shows “inlying tape’ 
operation. 


tion is allowed to escape and the 
collapsed bag left in place for two 


days. Attendants are instructed 
to watch carefully for bleeding and 
if it increases the house surgeon 
at once injects the proper amount 
of the sterile solution, previously 
recorded on the chart, and ap- 
plies the traction weights. 


“Inlying Tape” to Pull Hemo- 
static Bag in Place for Late or 
Unexpected Hemorrkage—For 
urologists who object to the em- 
ployment of bags as a routine, who 
later encounter unexpected hemor- 
rhage, we suggets the “inlying 
tape” to be used, if required, to 
pull a hemostatic bag into the 
bladder through the suprapubic 
drainage tube. This plan was 
evolved after our failure to devise 
satifactory hemostatic bags which 
could be introduced from below 
through the urethra. The ease 
with which the bags could be re- 
moved through the tube by a 
string or tape led us later to test 
the reverse process and introduce 
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bags from above through suprapubic tubes. 
The “inlying tape” does not cause trauma or 
pain, minimizes the alleged disadvantages of the 
routine use of bags, and at the same time affords 
an easy way to control late or unexpected hem- 
orrhage. The exact length of the suprapubic 
tube is measured and recorded on the chart. The 
object of this measurement is to enable the oper- 
ator to know how far in to pull the bag to reach 
the bladder. A safety pin is placed in the string 
(connected to the bag) at a point the length of 
the tube from the bag. When this is drawn in 
to the safety pin it indicates that the bag has 
been pulled through the tube into the bladder. 
The bag then may be distended and traction 
applied. 
The outer end of the tape is carefully wrapped 
in sterile gauze and kept outside the adhesive 
plaster holding the dressings in place. Before 
introducing the bag, previously boiled, the outer 
end of the drainage tube should be cleansed with 
a germicidal solution. The lower abdomen and 
dressings are covered with sterile towels and an 
assistant pulls on the tape passing out through 
the penis, while the operator guides the bag, lu- 
bricated with K Y ointment as it passes through 


the tube into the bladder until the safety pin 
reaches the top of the tube. 

This method subjects the patient to little, if 
any, danger of infection, and at the same time 
provides prompt and adequate control of hem- 
orrhage. 





BLOOD SUGAR STUDIES ON CHILDREN 
WITH ENDOCRIN DYSFUNCTIONS, US- 
ING THE AUTHOR’S MICRO-FOLIN- 
WU METHOD OF QUANTITATIVE 
BLOOD SUGAR ESTIMATION* 


By Tuomas LuTHER Byrp, M.D., 
Emory University, Ga. 


Individuals presenting symptoms of endocrin 
dysfunctions are indeed baffling problems to the 
medical profession. It is well understood that 
for a child to develop normally, physically, men- 
tally, and morally, the glands of internal secre- 
tion must function properly, and in harmony 
with each other. The latter is attained by a 
complex linking up of these glands in the human 
system. The class of patients that concerns us 


*Read in Section on Pathology, Southern Medical 


Association, Twenty-Second Annual Meeting, Ashe- 
ville, North Carolina, November 12-15, 1928. 
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most are the ones that present outstanding symp- 
toms of polyglandular dysfunction or the absence 
of one of these glands: the cretins, with con- 
genital absence of the thyroid; the mixed mon- 
golian-cretin type; the obese, hypothyroid, hy- 
popituitary, hypogonad type, and the dwarf or 
underdeveloped anterior lobe pituitary deficien- 
cies. These individuals are usually classified ac- 
cording to the symptomatology of the gland that 
is most deficient. With the true cretin and the 
mixed mongolian-cretin type, the mother usu- 
ally recognizes immediately, or a few months 
after the birth of the child, that it is abnormal, 
and seeks the advice of a physician; while in 
the case of the hypopituitary posterior lobe, hypo- 
gonad and hypothyroid, the mother thinks that 
she has a fine fat baby and only realizes that 
something is definitely wrong with the child 
about the age of puberty, when there is a failure 
of the normal development of the sexual organs 
and their functions. This is very often brought 
to the attention of the parents by the children 
themselves, when they notice that they are much 
larger and not developed like their playmates. 
The same is true of the anterior lobe pituitary 
deficiencies, the difference being that they are 
undersize and not developed like their younger 
brothers, sisters or playmates. Clinicians as a 
whole will agree that very little is known about 
these conditions, especially from the standpoint 
of differentiation, and any procedure that will 
aid in differentiation will be appreciated by the 
physician and patient alike. 

Blood sugar studies were made on a number 
of patients presenting endocrin dysfunctions in 
an effort to establish a definite relation between 
these conditions and the blood sugar findings 
as an aid to diagnosis and treatment. 

Interesting studies have been made in this 
field, both by animal experimentation and on 
human beings suffering with dysfunction of one 
or more of the ductless glands, but so far data 
have been conflicting. Among the pioneers in 
this work were Goetsch, Cushing and Jacobson,’ 
who observed during 1908-1909 in their series 
of 100 hypophysectomized animals (young dogs) 
certain unlooked-for symptoms, in a number of 
animals, namely: that in partial removal of the 
pituitary body the animals had a tendency to 
adiposity, the females failed to go into heat, and 
sexual indifference or impotence was apparent in 
the males, some of whom showed a definite testic- 
ular atrophy. They devoted their 1909 and 
1910 studies to glucose tolerance tests on hypo- 
physectomized animals. They found that re- 
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moval of the anterior lobe had very little if any 
effect on the carbohydrate assimilation, while 
removal of the posterior lobe caused a transient 
hyperglycemia immediately following the opera- 
tion, with a rise in the assimilation limit later. 
This observation proved that the removal of the 
posterior lobe did affect the sugar tolerance of 
these animals, and they considered that the 
transient hyperglycemia following the operation 
was due to the throwing out of a large amount 
of posterior lobe secretion into the circulation, 
which in turn causes a discharge of stored glyco- 
gen. They found that removal of the thyroid 
likewise gives a high tolerance, while removal of 
the parathyroids gives a decreased tolerance. This 
same observation was made by McCurdy? in 
thyroidectomized animals. Janney and Isaac- 
son® found that after the feeding of 6.5 grams 
of glucose per kilo in a 40 per cent solution to 
normal fasting animals, the normal hypergly- 
cemia lasted for three hours; but after thyroidec- 
tomy of these animals glucose fed under identical 
conditions failed to raise the blood sugar to the 
level attained before the operation. Hamman 
and Hirschman‘ found that patients with hyper- 
thyroidism showed a low tolerance, while those 
manifesting symptoms of hypothyroidism showed 
an abnormally high tolerance. Individual pa- 
tients displayed wide variations in their response 
to glucose ingestion. Borchardt® observed in the 
study of 176 cases of acromegaly that 63 cases 
developed a spontaneous glycosuria and all cases 
showed a low tolerance. 

In regard to the normal glucose tolerance in 
both animals and human beings, Woodyatt, 
Sansum and Wilder® made studies by the intra- 
venous route, and observed that a normal dog, 
rabbit or man can utilize 0.8 to 0.9 grams of 
glucose per kilogram per hour; exophthalmic 
goiter patients 0.65 grams, and acromegaly pa- 
tients 0.85 grams per kilogram per hour. They 
concluded that the average normal is 0.85 grams 
per hour, with their acromegaly subjects falling 
into this limit. In further studies,’ they found 
that myxedematous subjects showed a normal 
glucose tolerance by the intravenous route, and 
a high tolerance when the glucose was given by 
mouth. Their dyspituitarism patients likewise 
showed a practically normal assimilation by the 
intravenous route. Graham,® in studying the 
glucose tolerance of normal human beings, ob- 
served that on ingestion of 100 grams of glucose 
the blood sugar rose in ten minutes, with a max- 
imum rise in twenty minutes, and reached the 
original level in from 1-1.5 hours, In conditions 
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of fatigue the blood sugar rises to a greater 
height and takes from three to four hours to 
fall to its original level, which he attributes to 
the failure of the muscles and other storehouses 
to take up sugar normally. This was a very 
important observation. Hamman and Hirsch- 
man® about this time, in studying normal in- 
dividuals, concluded that the real normal thresh- 
old was 0.17 to 0.18 per cent, and other work- 
ers have found figures varying very little from 
these. Hulton and Taylor’® made studies by 
giving 300-500 grams of glucose by mouth, in 
an effort to find the largest amount of glucose 
that could be ingested without glycosuria. They 
concluded that 500 grams was the physiological 
limit of ingestion. No blood sugar studies were 
made. 

Janney and Isaacson,!! making further studies, 
used Epstein’s micro-method for determining the 
blood sugar, which they claim to be clinically 
accurate. The technic carried out was the giv- 
ing by mouth of 1.75 grams of glucose per kilo- 
gram of body weight, in a 40 per cent solution, 
flavored with lemon juice. They state in a foot- 
note that 1.5 grams per kilogram would be pre- 
ferred. They gave the glucose after a fifteen- 
hour fast, and blood specimens were taken at 
one-half and one hour intervals. Their findings 
substantiated those of others. In their study of 
one cretin before treatment they found a high 
tolerance, with a maximum blood sugar of 109 
mgs. in one hour, and after treatment a rather 
low tolerance, with a maximum blood sugar of 
165 mgs. in one hour. They say that unfor- 
tunately the blood sugar tolerance test is of no 
value in differentiating the endocrin diseases in 
the absence of definite clinical symptoms, be- 
cause the disturbance of carbohydrate metabo- 
lism detected by it is caused by various dysfunc- 
tioning ductless glands. They made a further 
contribution by plotting curves of normal indi- 
viduals and mild and severe diabetics, which 
have since been used as a standard of compari- 
son. A technic similar to the one just described 
will be used in the present study. 


EXPERIMENTAL 


The subjects for this study were chosen from 
the admissions to the Good Samaritan Clinic, 
Atlanta, Georgia, and consisted of four cretins, 
three of the mixed mongolian-cretin type, one 
doubtful hypothyroid (a twin sister to F. A.), 
seven hypopituitary posterior lobe, hypo-gonad, 
hypothyroid, and three anterior lobe pituitary 


deficiencies. The work was done before treat- 
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ment on most of the cases, though a number 
were under active treatment. Blood sugar tol- 
erance tests were done on each case after a fif- 
teen-hour fast. The glucose was administered 
by mouth in a 40 per cent solution of pure 
glucose in distilled water with the juice of one- 
half lemon to flavor. The children under sev- 
enty-five pounds weight were given 1.5 grams 
per kilogram of body weight, and all subjects 
above this weight were given 100 grams. A fast- 
ing specimen of blood and urine was taken, and 
five subsequent specimens of blood and urine 
were taken after giving the glucose meal: one 
at one-half hour and the other four at hourly in- 
tervals, respectively. The blood specimens were 
collected in 0.1 c.c. quantities from the finger 
tips, and specimens of urine were collected as 
near the same time as possible. The author’s 
micro-Folin-Wu method of quantitative blood 
sugar estimation was used, which is admirably 
adapted to this work. The accompanying photo- 
graphs of the cases will show that the study 
would have been almost impossible if it had been 
necessary to obtain the blood specimens by a 
venipuncture. The psychic effect on the pa- 
tients is much better when only a pin prick in 
the finger is necessary to obtain the blood. This 
was demonstrated quite well in one case. Miss 
L. McD. made no complaint of having six spec- 
imens taken from the finger tips for the toler- 
ance test, but absolutely refused on the same 
day a venipuncture for a Wassermann test, as 
required by the clinic. It is obvious that she 
would have refused the tolerance by the old 
methods. The clinical accuracy of this method has 
been shown in former publications.’ 13 14 15 16 


SUMMARY AND CONCLUSIONS 


Blood sugar tolerance tests were done on four 
cretins. Three were receiving no treatment and 
two of these showed a normal tolerance and one 
a high tolerance. One was receiving thyroid ex- 
tract four grains daily, and showed the highest 
tolerance of all. Of the three mongolian-cretin 
type two were receiving treatment. One, on 
three grains of thyroid daily, showed a high 
tolerance; the other, on two grains of thyroid 
daily, showed a normal tolerance. The one re- 
ceiving no treatment showed a high tolerance. 

A twin sister to F. A. showed a high tolerance, 
but not so marked as her mongolian brother. 

Seven obese, hypopituitary posterior lobe, 
hypogonad, hypothyroid cases were studied. 
Three of these were on treatment, two showed 
a normal tolerance, and one a low tolerance. Of 
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Fig. 1 


Name - A.S. Sex - Female, Age - 5 yrs. 


= Aug.- 15 = 28, Wt.- 34 lbs., Ht.- 34.75" 


Blood Sugar Tolerance Test 
(Byrd's Micro-Method) 
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Time in hours after ingestion of glucose 
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Blood Sugar(Mgms.,per I00 cc blood) ¢ 


Types of curves obtained in sugar tolerance test 
motte tere Curve of a normal .individual 
——__—__—Curve of a mild diabetic 
ete ee Curve of a severe diabetic 

moe ame eee oe Curve OF actual test 


Grams of glucose given by mouth -------- 24 


Blood sugar per I00 cc Urine sugar per cent 


Fasting ---- IIt.I Mems. Negative 
30 Min, ---- I50, " Not obtained 
60 Min. ---- 190.4 . . 

2 Hrs. ---- III.I sf ° 

3 Hrs. ---- 76.9 6 *° 

4 Hrs. ---- 90.9 ws ” 


Remarks - Congenital Syphilis, Cretinism. 


No Treatment. 
Chart 1 





























Fig. 2 


Name~- F.A., Sex - Male, Age - 7 yrs. 


Date - Sept.- 28 - 28, Wt.- 5I lbs., Ht.- 44" 
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«& Time in hours after ingestion of glucose. 


Types of curves obtained in sugar tolerance test 
Curve of a normal individual 
Curve of a mild diabetic 
Curve of a severe diabetic 
Curve of actual test 


Grams of glucose given by mouth ------ 36 


Blooe sugar per I00 cc Urine sugar per cent 
Fasting ---- 90.9 Mgms. 
50 Win. ---- 90.9 " 

60 Min. ---2 III.I " = 
2 Hrs. --s- 90.9 
3 Hrs. --e- 95.2 
4 Hrs. ---- 100. 


Negative 
" 


223 
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Remarks - !fongolicm, Hypothyroid, Cretinism? 
No Treatment. 


Chart 2 
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Fig. 3 


Name ‘- S.B., Sex Female, Age - 12 yrs. 
Date - Aug., 22-28, Wt.-2I9 lbs., Ht.-. 


Blood Sugar Tolerance Test 
(Byrd's Micro-Method) 
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Blood Sugar (Mgms., per I00 cc blood) 


Types of curves obtained in sugar tolerance test. 
=— ---.--.--.Curve of a normal individual 

Curve of a mild diabetic 
—+—-+—-+—: Curve of a severe diabetic 

ee eee Curve of actual test 





Grams of. glucose given by mouth ------ 100 


Blood sugar per I00 cc Urine sugar per cent. 


Pasting ---- I00, Mgms. Negative 
30 Min. ---- [53.8 " 4 
60 Min. ---- 173.9 " 
2 Hrs. e--- 125. ” 6 
S Hrs. ---- 95.2 ° . 
" " 


4 Hrs. -e-- 73.3 
Remarks - Hypo-Ovarian, Pituitary post lobe. 


Active Treatment for one year. Thyroid Ext.gr.8-10 
daily, Pituitary Ext.post lobe I cc 3 times a wk, 


Chart 3 
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Fig. 4 


Name - E.C., Sex - Male, Age - [3 yrs. 


Date - Aug.- I5 - 28, “t.- 199 lbs., Ht. 
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Chart 4 
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the four that were not on treatment one has a 
low tolerance, one a normal, and two have a 
high tolerance. 


The three anterior pituitary lobe deficiencies 
that were studied were all under treatment. Two 
showed a norfmal tolerance and one a high tol- 
erance. 

This series of cases is entirely too small to 
draw definite conclusions from, but would in- 
dicate that the blood sugar tolerance test is of no 
special value in differentiating the hypo-func- 
tioning endocrin glands, without definite clinical 
symptoms. The data obtained from the test 
may be useful in some cases. Treatment does 
not seem to alter the blood sugar findings to 
any marked degree. 

I wish to express my thanks to the Staff mem- 
bers and personnel of the Good Samaritan Clinic 
for their hearty cooperation and assistance in 
this work. 
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DISCUSSION (Abstract) 


Dr. James A. Wood, Atlanta, Ga.—We had hoped 
that this work of Dr. Byrd’s on blood sugar tolerance 
would help us in making a differential diagnosis at the 
Good Samaritan Clinic between the cretin types and the 
mongolian type, particularly. We have trouble down 
there in making this diagnosis, because of the fact that 
few patients are pure cases of one or the other. They 
are all more or less mixed. 

Theoretically, we should have no trouble in differ- 
entiating the cretin from the mongolian. According to 
the text book pictures with which you are all familiar, 
the mongolian has a more or less microcephalic head, 
the anterior fontanel closed at the fourth or fifth month. 
The muscular development is flabby. These children 
are of the rubber doll type; the joints can be moved 
around in any direction without injury. Their mental 
development is rather low, in many respects; they are 
sluggish ;. in other respects they are bright. They are 
quite different from the cretin. Their skin and hair 
may be dry and thick, but often is not so, as distin- 
guished from the cretin, who always has thick, dry 
hair, coarse and brittle. The cretin, on the other hand, 
is usually one in which the skull is large, the fon- 
tanel late in closing, the sutures are more open, the 
mentality is low, and other symptoms are characteristic. 
Those cases ought not to be alike, but as they get older 
they run together to such an extent that some of the 
English authors group them together. At this Clinic 
we have been treating them all with thyroid, under the 
theory that that is about all we can do for them that 
will benefit them and that those who do not respond 
are probably straight mongolians, and those that do 
respond are mixed with cretinism or are entirely cre- 
tins. These cases do improve under thyroid treatment. 
It takes a long time, but we have had very good results 
with some of them. : 

We have the custom of putting all these children on 
a thyroid-tolerance test. Some are able to take a high 
thyroid dosage and some are not. It seems to be true 
that those most needing this treatment, the true cretin 
type, are not able to take a very high dosage of thyroid 
for a day without developing thyroid toxicosis. 


Dr. Byrd (closing).—I will say again that the num- 
ber of cases studied is too small to draw any definite 
conclusion. The sugar tolerance test may be of some 
value in differentiating selected cases. I hope to have 
the opportunity to do further work along this line on 
these same cases after they have been differentiated 
therapeutically, and have been under treatment for sev- 
eral years. 

There is one case that I did not put on the screen 
which is very plainly hypo-ovarian. This is a girl 
16 years of age, very much overweight. She was given 
thyroid extract for some time, but did not tolerate this 
very well and did not lose weight. She, was put on an 
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ovarian extract, has lost twenty-five pounds, and there- 
fore seems to be a case of ovarian dysfunction. The 
sugar tolerance test in this case was normal. 

I think that the therapeutic test is going to be of 
more value than anything else in differentiating these 
cases. 





CERVICAL DISLOCATION: REPORT OF A 
SUCCESSFULLY TREATED CASE* 


By Ropert C. Ropertson, A.B., M.D., 
Chattanooga, Tenn. 


Cervical dislocation without fatal results is 
not rare, although it is a subject concerning 
which relatively little has been written: In 
addition to the comprehensive works of Walton,! 
cases have been reported by Huff,? Hickey,® Bar- 
nett, Ryerson,® Speed,® Langworthy,’ Brickner,* 
Anderson,? Wusthoff,° Alexander and Seddon,” 
Marshall and Reed,!* Jackson,'* and others. 
Standard text books'* largely review the above. 

The cervical region is the most frequent site 
of vertebral dislocation. The fourth, fifth and 
sixth vertebrae are most frequently displaced. 
Forward dislocation on the underlying vertebra 
is most common, and may be complete or in- 
complete, bilateral or unilateral in type. Symp- 
toms of cord pressure vary widely from an en- 
tire absence of all cord and nerve root findings, 
to sudden complete paralysis and death. In 
Frazier’s collection of forty-four cases the 
cord was involved in thirty-one; in nine there 
was a complete transverse lesion, and in twenty- 
two an incomplete lesion. 


In the complete type the articular process is 
displaced forward, to drop down and engage in 
the intervertebral notch of the underlying ver- 
tebra. In the incomplete type the process stops 
short of this notch. 

The unilateral, incomplete type is most com- 
mon. It is usually unaccompanied by symp- 
toms of cord pressure, though root injury is not 
infrequent. It is often diagnosed as torticollis 
because the physical findings simulate this con- 
dition. 

Fracture may accompany any type and often 
produces severe cord injuries. 

Lateral roentgenograms usually confirm the 
diagnosis in detail and should always be made 
in addition to anterior-posterior views. Pres- 
ence or absence of fracture must be determined 
before proceeding with attempts at reduction. 





*Received for publication March 3G, 1929. 
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Several cases of spontaneous reduction, with 
or without anesthesia, have been reported, and 
Speed® advises routine attempts at reduction 
without anesthesia. By the method of Walton 
a general anesthetic is administered, the neck 
is gently but firmly turned into retrolateral flex- 
ion away from the side of the luxation, so rais- 
ing the depressed process by using the trans- 
verse process of the opposite side as a fulcrum, 
then rotating the head back into normal posi- 
tion, carrying the dislocated vertebra with it. 
Walton cautions against traction and undue 
force, as both unnecessary and dangerous. 

Following reduction the neck should be im- 
mobilized in plaster for several weeks until heal- 
ing is complete. In case reduction is unsuc- 
cessful, immobilization in an overcorrected posi- 
tion for several months will result in a com- 
pensatory rotation of adjoining vertebrae, with 
practical disappearance of deformity and a fair 
range of motion, although local pain on motion 
may prove a stubborn sequel. The following 
case is reported because of its interesting etiology 
and the ease of reduction after three weeks’ 
time. 

Mrs. G. B., white, 29, a widow, was referred by Dr. 
W. J. Hillas, of this City, on January 28, 1928, because 
of pain and deformity of the neck. 

Twenty-one days previously she was riding in a 
surface car, which stopped with a sudden jerk to avoid 











Fig. 1 
Anterior-posterior roentgenogram 
duction. 


prior to re- 


























Fig. 2 


Lateral roentgenogram prior to reduction. 


striking an automobile. She was seated facing the 
central aisle with the right side of her body toward 
the front of car. This sudden stop caused her neck 
to be sharply flexed and rotated to the right, with 
an audible “snap” and sudden, severe pain in the left 
side of the neck and left occipital region. Since this 
occurrence she had suffered continuous cervical and 
left occipital pain, and had been unable to return the 
head and neck to their normal position. Deglutition 
had also been painful. History of motor, or other 
sensory symptoms, was negative. She had been under 
treatment of Dr. Hillas for pulmonary tuberculosis for 
several years prior to the accident, and arrest of the 
condition was questionable. Otherwise, her past and 
family history were irrelevant. 


On examination the neck was observed to be flexed 
markedly forward and to the right. The head was 
slightly rotated to the left. The head and neck were 
held rigid with marked equal spasticity of all muscles. 
Beyond slight abduction of the neck to the right, all 
cervical motions were practically absent, and attempts 
at passive motion were resisted because of pain. There 
was pain on pressure over all cervical spinous processes, 
most marked in the region of the third. There was a 
palpable, firm, tender mass to the left side of the nuchal 
furrow at the level of the second. Pharyngeal palpa- 
tion was negative. The patella reflexes were slightly 
exaggerated, otherwise the superficial and deep reflexes 





SOUTHERN MEDICAL JOURNAL 





August 1929 


were normal. There were no sensory disturbances. 
Deglutition appeared normal, though she stated that it 
was painful. Except for the probably active pul- 


monary tuberculosis in the apex of the left lung (Hillas) 
the remainder of the physical examination was essen 
tially negative. 
forward displacement of the axis on the third cervical 
vertebra. Evidence of fracture was not found. 


X-ray showed a left sided, incomplete, 


Attempts at office reduction without anesthesia were 
unsuccessful. 
anesthesia was considered inadvisable. 


Because of apparent pulmonary activity 
It was decided 
to apply heavy traction for several days and then re- 
peat the attempt at manipulative without 
anesthesia. 


reduction 


On January 31 the patient entered Baroness Erlanger 
Hospital, and ten pounds head traction was applied 
in the usual manner. On the morning of February 1 
this was increased to fifteen pounds. On the following 
morning she stated that she was awakened during the 
night by a “snap” in the neck similar to that occur- 
ring at the time of the accident, and following this 
the pain had markedly decreased. On examination 
the deformity had practically disappeared. The range 
of motion was nearly normal in all directions but 
moderately painful, especially on rotation and abduc- 
tion to the left. Traction was continued with four 
pounds weight until February 13, when a wide range 
of painless motion was obtainable. The x-ray showed 
no evidence of displacement. On this date a plaster 
shell, extending from low on the shoulder girdle high 
onto chin and occiput, was applied with the head in 











Fig. 3 
Lateral roentgenogram following reduction. 
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slight overcorrection. She returned to her home four 
days later. On March 13 the plaster shell was removed 
for short daily periods of baking, massage, active and 
passive motion. Ten days later it was discarded, at 
which time she had a normal range of painless motion. 

She was seen at occasional intervals throughout the 
summer and fall of 1928 and trequently compiained ot 
pain at the site of injury, following her shift as knitter 
in a hosiery mill. inmis work requires ratuer con- 
stant flexion of the upper spine. ‘hese symptoms graud- 
uaily subsided, and when she was last seen, in Jjan- 
uary, 1929, the range o1 motion was normal and pain- 


less. She stated that she was symptom-tree. 
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PULMONARY EMBOLISM FOLLOWING 
UROLOGICAL SURGERY*+ 


By Henry M. Tuomas, Jr., M.D., 
and 
Epwin ALyEA, M.D., 
Baltimore, Md. 


In all forms of major surgery pulmonary 
embolism plays a large role among the post- 
operative complications. One writer, DeQuer- 
vain,’ stated that following operations on the 
stomach three-fourths of the true post-operative 
deaths are due to lung complications: emboli, 
pneumonia, and lung gangrene. Wharton and 
Pierson? found that fully 50 per cent of the note- 
worthy pulmonary complications that occur after 
gynecological and abdominal operations are 
caused by embolism in its various forms, and 
further, that almost half of the deaths that have 
occurred after gynecological operations have 
been due to pulmonary embolism. Wharton and 
Pierson? state that they believe that pneumonia 
can be almost eliminated as a cause of death 
after gynecological operations, and, since post- 
operative pulmonary gangrene usually has pro- 
ceeded from pulmonary infarction, one might 
paraphrase DeQuervain’s statement to read that 
three-fourths of true post-operative deaths are 
due to lung complications caused by embolism. 

In considering post-operative deaths occurring 
in the Brady Urological Institute at Johns Hop- 
kins Hospital, one must bear in mind the fact 
that 80 per cent of the major operations are per- 
formed on men 60 years of age or older. These 
individuals practically always suffer from ar- 
teriosclerosis or chronic myocarditis, or chronic 
nephritis, and not infrequently they are found 
to suffer from several of these forms of degen- 
erative lesion. Obviously some of these patients 
will develop uremia, others myocardial insuffi- 
ciency, and still others hypostatic pneumonia, 
but, in spite of these unavoidable complications, 
pulmonary embolism is a matter of profound mo- 
ment in urological surgery on account of its 
grave significance. 

In studying our cases we have divided them 
into two groups: (1) pulmonary embolism caus- 
ing sudden death, and (2) pulmonary infarction, 
giving rise to pulmonary symptoms and occa- 
sionally terminating fatally. The size of the 


*Read in Section on Urology, Southern Medical As- 
sociation, Twenty-Second Annual Meeting, Asheville, 
North Carolina, November 12-15, 1928. 

¢From the Brady Urological Institute of the Johns 
Hopkins Hospital. 
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embolus determines into which group the case 
falls, as the large emboli occlude the entire pul- 
monary artery or one of its large branches, caus- 
ing sudden death, while the smaller emboli oc- 
clude a small branch of the pulmonary artery 
and lead to the formation of an infarct. 


PULMONARY EMBOLISM 


Ten cases of sudden death due to pulmonary 
embolism have occurred in the Brady Urological 
Institute during the past four years. The symp- 
tomatology in these cases was practically identi- 
cal. Suddenly, and without warning, the patient 
is seized by a pain in the chest which is often 
more accurately described as a sense of great 
constriction beneath the sternum and over the 
precordium. The respirations become rapid, shal- 
low and gasping, and the patient cyanotic, the 
pulse is very weak and often slow, the patient 
grows very restless and, within a few minutes, 
the heart sounds become imperceptible, and, 
finally, breathing ceases. The fact that the dis- 
comfort is precordial and that the pulse dis- 
appears before breathing ceases has on several 
occasions led the intern in charge of the case 
to suspect heart failure as the cause of death. 
One patient died after straining at stool and one 
after having his perineal wound dressed. Most 
of the others were relatively quiet. Two died 
in the second week after operation, two died in 
the third week, and one each in the fourth, fifth 
and sixth weeks. Interestingly enough, three of 
these ten cases died before any operation was 
performed while they were on catheter drainage 
preparatory to operation. In six of the other 
seven cases perineal prostatectomy had been per- 
formed and in the other case resection of a blad- 
der tumor. In eight of these cases necropsy was 
performed and the source of the embolism def- 
initely determined in five. In all of these cases the 
embolus arose in the femoral veins, three on the 
left side, and two on the right. In two of the 
other cases the embolus was judged by the pa- 
thologist, Dr. Arnold R. Rich, to have come from 
a vessel larger than the pelvic veins and presum- 
ably from the femoral vein. Dr. McCallum said 
of the embolus in the third case that it prob- 
ably came from the iliac vein, judging from its 
size. Of the six operative cases which came to 
necropsy, five showed thromboplebitis of one 
or more femoral veins and the other, judging 
from the size of the embolus, may have suffered 
from thrombosis of a femoral or iliac vein. In 
this series, then, fatal post-operative pulmonary 
embolism, when definitely determined, always 
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resulted from femoral thromboplebitis.* In 
only two of the five cases was there clinical 
evidence of phlebitis of the vessels of the leg, 
although members of the Staff are particularly 
alert to observe any sign of this condition should 
it occur. In these two cases pain in the calf of 
the leg and slight swelling of the ankle were 
noted. 


PULMONARY INFARCT 


Fifteen cases of pulmonary infarction are 
known to have occurred in the past four years in 
the Brady Urological Institute. In eight in- 
stances these infarcts were unexpectedly found 
at necropsy and six of the eight died from other 
causes, so that the pulmonary infarcts might be 
classed as incidental findings. In one case the 
infarcts were infected, producing death from 
bronchopneumonia and infected infarction. In 
one case the infected infarcts in the lung were 
part of a general colon bacillus septicemia which 
followed the first urethral voidings seven days 
after operation. In two cases cystoscopy was 
the only procedure. Eight cases followed perineal 
prostatectomy, one case was associated with re- 
trovesical abscess, one case followed a neph- 
rolithotomy, and one case excision of varicocele 
with bottle operation. 

In our series pulmonary infarct is not a serious 
factor from the standpoint of mortality. On the 
other hand, these cases were all potentially cases 
of pulmonary embolism. This fact is better 
shown by the three cases which died of pul- 
monary embolism in which previous pulmonary 
infarcts were demonstrated at necropsy (see 
Chart I). Thus the occurrence of a pulmonary 
infarct assumes the same general significance as 
the clinical appearance of thrombophlebitis. In 
each case a fatal pulmonary embolism may 
ensue. 

The recognition of pulmonary infarction is not 
easy. In fact, until especial attention was called 
to the condition during the years following 1920 
(among others, by Hampton and Wharton,’ on 
the Gynecological Service at the Johns Hopkins 
Hospital) it was usually thought to be post- 
operative pneumonia. There are, however, cer- 
tain cardinal differences from pneumonia which 
make the recognition quite definite: 





*This is in direct contrast to the findings of Hamp- 
ton and Wharton, who state: “As far as life is con- 
cerned, post-operative thrombophlebitis of the veins 
of the leg does not seem to be as serious as that of 
the pelvic veins’... , ‘“‘Autopsy records show that in 
85 per cent of our cases of fatal pulmonary embolism 
the origin of the embolus was in the pelvic veins.” 














Vol. XXII No. 8 


(a) Occurrence relatively late in convales- 
cence, second, third or fourth week. 


(b) Sudden onset without previous pulmo- 
nary symptoms. 

(c) Pain in the chest, followed by friction 
rub. 

(d) Sudden elevation in temperature occa- 
sionally not until the day following the infarc- 
tion. 

(e) Bright red blood in the sputum not ad- 
mixed with purulent material. 

(f) Absence of physical signs on the first day 
followed by development of dullness, distant 
breath sounds, a friction rub, and occasionally 
medium moist rales. ’ 

(g) Prompt recovery unless the infarct is in- 
fected, or unless further embolism occurs. 

(h) X-ray findings which are characteristic- 
ally wedge-shaped in a few instances, but more 
usually show an early clouding of the costo- 
phrenic angle, followed a day or so 
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by an infection, the infarcted area of the lung 
gradually resolves, leaving only a slight degree of 
fibrosis and possibly some thickening of the 
pleura. 


DISCUSSION 


There are certain factors which unquestion- 
ably predispose urological cases to thrombophle- 
bitis. If we remember the three important items 
in causing thrombophlebitis, namely: trauma, 
infection and venous stasis, we shall see that all 
three are present in practically every urological 
case. 


(a) Trauma.—Necessarily operation on the 
pelvic structures requires cutting and ligation 
of vessels in some cases and pressure from re- 
traction and handling of tissues in all cases. Ad- 
ditional trauma is produced by the retention 
urethral catheter, which is often inserted through 
the operative region and left in place. This pro- 
cedure is customary in many of our perineal 





later by shadows suggestive of 
more or less mild bronchopneu- 
monia (Plates I and J1). 


The treatment of pulmonary in- 
farction consists largely of trying 
to avoid further embolic accidents. 
To this end the patient must be 
kept as quiet as possible. At first 
morphia is often necessary to re- 
lieve the pain and_ restlessness. 
Later on, constant vigilance must 
be maintained to avoid any un- 
necessary movement of the pa- 
tient. Any movement of the legs 
or massage in the region of the 
femoral vessels is particularly con- 
traindicated. This care should be 
continued for at least a week, after 
which time very gradual and very 
moderate moving about can be in- 
stituted, although some care should 
be observed for several weeks 
more. Occasionally digitalis ther- 
apy becomes indicated following 
pulmonary infarction, as the slight 
additional strain thus imposed on 
the circulatory system may be suf- 
ficient to produce myocardial in- 
sufficiency.* Unless complicated 
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*This fact has been emphasized by 
Dr. E. C. Andrus in our clinic, and will 
form the basis for a further communi- 
cation. 
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Plate I 
X-ray of pulmonary infarct, showing character- 
istic wedge-shaped shadow. 


prostatectomy cases studied in this series. Then, 
too, later in the post-operative course, it is the, 
practice to use forceful urethral irrigations and 
to pass urethral sounds. In only one of our 
cases could this be of any significance. In this 
case the embolus occurred three days after the 
passage of urethral sounds. It is quite possible 
that such instrumentation may have injured the 
prostatic urethra and given rise to a fresh throm- 
bosis and embolism. 


(b) Infection —All prostatectomy wounds are 
infected, due either to previous urinary tract 
infection or to unavoidable wound infection soon 
afterwards. With the retention of a urethral 
catheter the infection is generally increased. This 
necessary infection of the operative region is 
more usual in surgical procedures in the male 
pelvis than elsewhere. 


(c) Venous Stasis —In elderly individuals one 
has constantly to guard against pulmonary con- 
gestion. When this exists pulmonary emboli are 
much more apt to cause infarction than in the 
healthy lung. In an effort to avoid pulmonary 
congestion the older patients are got up out of 
bed the third day post-operatively. Also, the 
slowing of the blood stream in the veins of the 
leg and pelvis from pressure on the veins aids 
in the formation of thrombi. Caudal anesthesia 
is sometimes accompanied by a drop in the blood 
pressure and might thus increase the venous 
stasis. This drop in blood pressure was ob- 
served in only two of the five cases dying of pul- 
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monary embolism following operation under 
caudal anesthesia, and so can hardly be consid- 
ered the deciding factor. In one case the blood 
pressure fell from 200 systolic to 90, and in the 
other from 150 to 100. In the other three cases 
it remained practically constant or went up 
slightly. Seven cases developing pulmonary in- 
farcts had been operated upon under caudal 
anesthesia. In three of these there was a sub- 
stantial fall in the blood pressure; in one from 
130 to 60; in the second from 140 to 100, and 
in the third from 140 to 100. The other four 
cases maintained a fairly constant blood pres- 
sure or showed a moderate rise. 

Hampton and Wharton® state that in 85 per 
cent of their cases dying from pulmonary em- 
bolism on the Gynecological Service the em- 
bolus arose from the pelvic vessels. Only one of 
their 205 cases of post-operative femoral phle- 
bitis died from pulmonary embolism. They con- 
cluded that a femoral phlebitis is not greatly 
to be feared. Contrary to their view, the ma- 
jority of our cases which died from pulmonary 
embolism obtained the emboli from the femoral 
veins. One explanation of this may be the dif- 
ference in the calibre of the vessels encountered 
in the two departments. In gynecological oper- 
ations the ovarian and uterine vessels are far 
larger than those of the vesical and prostatic and 
hemorrhoidal plexuses which the urologist en- 
counters. Thus the thrombi formed in the pelvic 
vessels of the female are of a more dangerous 











Plate II 


X-ray of pulmonary infarct, showing diffuse 
shadow and clouding of costo-phrenic angle on 
the right. 





DICAL JOURNAL 


4 


RN ME 


4 


SOUTHE 





ured SulMo[[oj wWst 


Vol. XXII No. 8 






















































































































“‘[B10Wl2a} “YT 
*BABD BUeA | 
}O} [eBiowes | 
jpue ‘dod | *‘yBey | 
uIs!1[0oq Ula [e}Ueploul 14 yleo JO UO! eILIIp 
Aseuow [nd JAMO 3 } urvd ‘Buwepa | peysessns YyRBIGd 6 [epney *do-3js0d “ysoud ‘led W-2S Z900L 
got-ozt | 
wis![oqWe jB1oulas | 
AsBuowW [nd USI 10 OBI] | YU}yeep Usppns $2 [epney | ‘ysoud ‘led W-9L 6°66 
ye | | 
‘Ind yyoq 
o},UL Bul “BUlope 
-puagyxI glo ou ‘swoy “‘ulul €[— Ul PYIC] PLI-S6L *do-js0d 
UISTJOGUIe | -l1}JUeA “yl -duss ON ‘desuny dty ‘[OO}s 06/091 | pue 
ALBeuowjnud| Ul Wsloquig | *|}B10Ules gt jase 100]} 0} [lea cL pepney) *do-dld ‘ysoud “led 0Z00T 
yi ‘O'd SxBp 1G OFI-S#L | 
WisI[OoquWla pue (‘W'd) | pue Yyeep s2xOjJoq SL/0ST | 
AsBuow[ndg JAMO “VY [vsowley “YT| ABp suo gOT ‘dway 1Z yepneg | ‘do-ed "ysoud ‘19d S-Zs OSLOL 
‘seyn 
|} -UlUL Mey UL PeIC 
‘urd [[ peq ul Sul | 
-A[ Jseyo ul ule | ‘do-e1g 
wisT[oqula ‘Aep yquiu uoou Z L | pue 
AIBUOW[ NG -i9}Jje ul dn sea 6 pepnep *do-|s0qg “ysoud “led OL W-29 eUuON 
SuIMoy[oOj 
wWst[oquld Yiyeep Uusppns 06/SFL jsnqod 
Aueuow[ nd ‘aLIqealV QaUuOoN *do-d1d ouoN ain’ auOoN 
*yAveYy | 
| 7M UO | 
{ Ja 
| -yjouy ‘ued | 
puke ‘ine | 
a ul Wistjoq | *eulape | 
-wid9 es1eT |pue jl[eo ‘dsei aloj } 
‘poepnto ‘VW Uleq ‘|B -aq peddois as[nd O9L-OZL- OFT | *do-1s0d 
-20 Adle}IB | -1OWea} pUuB ‘uywep usppns pue aseqo 
Auguowyjnd| *[nd eljug | peaytdod yy | ‘ured = [erps000e1g 6% OF'D *do-a1d ‘ysoid ‘19d ATOWAIYXG W-¢¢ 9108 
. el ———_—_}—______—_ — ini " +— - a 
*[Buoulay | 
} A[qeqoig ‘dsar as0jaq | uevul 
wisljoquia | *peuluiejep peddoys esind 06/69L | eseqo 
ATBUOUN, | JOMOl] “VT ION yeep usppns aUuON | ‘do-oid QUuON aSie'T| M-P! 9082 
L on - . hacen } _—_ Bald 
uol}Bs8do | 
uIsIfoque poeuluiaiaep 001-66 “dway a10JOq aYSIINOU 
ATeUuOW Ng ION yeep ueppngs anoy 9ugQ *do-d1g auoN | IN-#9 OLIs 
‘So, ul Aouny | peystanou [ 
SuL[[aMs Ou TOL-00L “dway JaIppeRiq | -Jepun 
Areuowl[ndg JIMOT “FU [e1oWlsy “VT yeep ueppngs tI- ‘aA PVv'O uolo AQUSIS| W-th PCSL 
Yyreeqd Jo asney) | sunl pesoquo1y LT sulojduiAg [Nd 9 *do-jsod seyjseuy aseuleip uol}yei9dO IUSIOM M‘S ‘IW 
jo eqoT UuvpA wisI[oque 41a}a4y BD osVv 
| jo Auq 





SIB9K INO IseVq 9} 
Suling soinps00ig [eo1so[oO1;) SuUIMO|OY Wistoqug A1vuoW][Ndg [e}e J JO sasep 


I LHVHO 








August 1929 


DICAL JOURNAL 


’ 
4 


-RN ME 


SOUTHE 











*JO1BjUl 
pe}oeJU] 


peoejuy 
Jeddn ‘VJ 


*dAl} BS0U 
a1eM SUI@A 
Lei 0o Ways 
pure. oIAled 


ABi-xX ‘neud 
-OYdUOAQ *zeTIG 
jo sSun[ ul susig 

sal “OUL “LOAD 


09-081 
08/0€L 
jepne,) 











elueig 


‘0390 ‘s}OIRJ 
-ul ‘stqiydeu-ojasdg 


way i) 
*e1wain ‘sIjIUutjO 
-1ed ‘uo1jei0ydieg 
7sesneo AURIT 
*$]018R] 
-ul 9[d1q[nW pue Iq 
-wo1y} [Binuw uols 
“n[o990 AlBU01OD 
“BIUIAOIIdaS 1100 “gq 


umouyuy 


() WeeH 


yieeq jo esneg 


JIMOT “IY 





eseq "}U 
eseq ‘VI 


I9MOT “IU 


_—_____—_——|— 


seddn 3y 


s1dninw 


[ejueplour 


JAMO “IY 


requeplour 
puy [Tews 


sunt 
jo 9qo'TtT 


—}—. 
| 


doeddn 14 


wuinjnds 
‘la ‘“puryeq aeseq 
| }[ SUSIS Je}B[ ‘Pp Z 
:JuUOuy Ul “WD “Yl 
utd “png ‘e[liqeasy 





[ ‘L Alrep aeaiye 
XU WAMOL BUSI, 
ured usppns ‘Avi-xX 


peuluio}ep 





su 
‘unjinds Ape 
‘ulrd ‘deAet 


| pyUllUldej}ep 
| JON 





| ‘Jeppriq | 
jo wuloulod | 
-189 JO UOIS 
-u9a}x9 Iv8u 
[B10ouwlsy "VU 


otAjed “qoidg uolqsas8uo,) 


| 
| 
| 


| 
dIATad *qo1d aUuoN 


uo[snyjo00 | 
218 
AueudIOD | 
SutMoyljo} 
1qulo01y 
| [ean 





eluownoeud 
-oyouolg 


| 
| 
| 
| 
4 
| 


peutulie1ep 
ION 


JOIBIUL PjlO "WT ‘4d 
L ‘yzean uep[ngs 


yeep useppns ‘O0T 
dIA[ad "qo1d | ‘1eaAal snonulju0y 


pesoqulo1yy 
UIa.A 


‘dwAg ‘Ing "14 





8 


uIST[Ooq ua 








siredk Ino Iseq 


jo Aed 


*do-jsod 








S8/Gcl 
jepne,) 


SL/S8PI 
jepnep 
JET-OTT-O8T 
£8/0¢1 
yepnep 


viseyyseuy 


*do-3s0g 
pue 
‘do-2%1dg 


*do-4s0g 


‘do-31g 


‘do-314 





‘do-31g 


‘do-21d 


*do-a1g 


‘do-31g 


AULOJOYNL 
-o1ydan 





*ysoid ‘198q 
‘sso0s 
-qe B[OISPAON} 
-o1 JO asvureip 
pure uoIsTou] 
“OOTJIO TBayyedn | 
jo uolneins[ng | 


Adoodso sKhéQ 


eseulreip 
191 9YIBD 
“aUON 


oseulreip 
ON ‘OUON 





*ysoid ‘19g 


*‘ysoud ‘19g 


*ysoid *19q 





aseulriq 
19794189 











—A 


uo} B190d0 





peystinou 


peystinou 


peystinou 





TOM 


98T 


661 


A[IO0g 





pedopeasp 


Tom 
Alley 


8ST 


W-63 | (19M) 


| 


| (119M) 


ee 33.56, Sn 


W-<cL 


wee | (em) 


(s190M0q) 
Zt08 





W-0L 


W-&L 





OFT 


JUSTO M 


W-LL 
M 'S ‘W 
asVv 





ey} Sulind sainps001g [eols0[o1gQ, Surmopyoy uonoiejuy Areuowyng 


Il LHVHO 


Jo sasep 





Vol. XXII No. 8 SOUTHERN MEDICAL JOURNAL 743 


and 


size than the thrombi formed in the pelvic ves- 
sels of the male. 

Further analysis of the autopsy reports of 
gynecological cases which showed pulmonary 
embolism reveals only 38 per cent in which any 
thrombosis of the pelvic veins was noted and in 
two-thirds of these cases the thrombosis ex- 
tended up into the vena cava or common iliac 
vein. If Hampton and Wharton mean that the 
actual embolus became dislodged from the pelvic 
veins, then we believe them to be wrong. If, 
on the other hand, they mean that the throm- 
bophlebitis or thrombosis extends from the pelvic 
veins to the iliacs or inferior vena cava, or even 
possibly to the femoral veins, then we are in 
absolute agreement. 

Femoral thrombosis in itself seems more dan- 
gerous in our cases than in theirs. In 193 deaths 
on the Brady Urological Service during four 
years, ten, or 5.2 per cent, were caused by pul- 
monary emboli, most of which arose in the fem- 
oral veins. The position on the table for perineal 
prostatectomy does produce pressure on the leg 
just above the popliteal space. The legs and 
thighs are tightly flexed, causing temporary local 
venous stasis. It is conceivable that these con- 
ditions might cause an increased number of cases 
of popliteal (and by extension, femoral) throm- 
bophlebitis, but this has not been our expe- 
rience. It can in no way explain why femoral 
thrombophlebitis is a serious complication in 
urological patients and one of minor importance 
in gynecological patients. It has been suggested 
by Dr. A. R. Rich that the fatal pulmonary 
emboli become dislodged from the femoral veins 
early in the course of the femoral thrombophle- 
bitis, and that later on in the condition, when 
local signs and symptoms are apparent, the 
thrombus has become organized and firmly at- 
tached to the wall of the vein. This might ex- 
plain the rarity of pulmonary embolism in clin- 
ically recognizable femoral phlebitis. 

The post-operative care of elderly patients on 
the Urological Service includes getting the pa- 
tient out of bed on the third day after operation 
if the patient’s condition is good. This moving 
about adds to the likelihood of dislodging a 
fresh thrombus. 

Cleland and Barlow’ report that 2.5 per cent 
of all autopsies showed pulmonary embolism, 
and in every instance the clots arose in the leg 
veins. 

Scheidegger® found that over half of the em- 
bolic phenomena occurring after all varieties of 
operations arose from the femoral veins. 
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Showing high incidence of fatal pulmonary em- 
bolism in patients over sixty years. [Taken from 
Lister (6).] 


The high incidence of femoral thrombophle- 
bitis following operations on the pelvic struc- 
tures leads one to speculate as to the possibility 
that the phlebitis may travel along the lymphatics 
or venae comitantes along the venous paths 
to the internal iliac vein, up to the common iliac 
vein, and down the external iliac into the fem- 
oral. This theory supposes that the phlebitis, 
having reached the femoral vein, causes throm- 
bosis in that region without having caused 
thrombosis in the external, common or inter- 
nal iliac veins along which the phlebitis must 
have passed. The print (Fig. 1) shows all the 
important pelvic veins leading into the internal 
iliac vein. It must be remembered, however, in 
this connection that femoral thrombophlebitis is 
frequently seen following clean hernia operations 
or operations in the upper abdomen in localities 
too remote to suggest extension of an infection 
from the operation site. 

Lister® came to the conclusion from his analy- 
sis of a large series of cases that the factors 
which predispose to post-operative embolism are: 
(a) antiquity of the patient (Graph. I), and (b) 
incision through the anterior abdominal wall. 
Our series finds agreement with Lister’s state- 
ment in regard to the age of the patient (the 
average in our series being 63 years), but most 
of our cases had no incision through the anterior 
abdominal wall. 

Snell’ found that pulmonary embolism fol- 
lowing operations seems to be a more common 
cause of death of the obese than of the average 
patient. We can say that there were more than 
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the usual number of obese patients in our series. 
Five of the ten cases of pulmonary embolism 
were obese and four of the remaining five were 
spoken of as well nourished. It, seems probable 
to us that the obesity exerts a deleterious effect 
on the circulation, thus increasing the incidence 
of thrombosis. It also increases the difficulty of 
moving the patient, so that the patient himself 
performs more muscular work with a greater lia- 
bility to dislodge emboli. 


CONCLUSIONS 


Careful study of a group of cases dying of 
pulmonary embolism on the Urological Service 
of the Johns Hopkins Hospital reveals the fol- 
lowing facts: 

(1) The embolus nearly always originates in 
one of the femoral veins or one of its larger 
trunks. 

(2) The thrombophlebitis of the pelvic veins, 
which occurs in almost every case, rarely yields 
a fatal embolism. 

(3) The femoral phlebitis may result from 
an extension of the process from the pelvic veins. 

(4) The embolus arising in the femoral vein 
is usually dislodged before the phlebitis becomes 
recognizable clinically. 

(5) Small emboli which cause merely pul- 
monary infarcts (usually 71 per cent) seem to 
have come from the pelvic veins. 

(6) Obese patients above the age of 60 seem 
more likely to suffer from pulmonary embolism 
than others.* 
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DISCUSSION (Abstract) 


Dr. J. A. C. Colston, Baltimore, Md.—Patients sub- 
jected to urological operations are particularly prone to 
infection and many will run a considerable tempera- 
ture during the post-operative course. Some of these 
cases are due to infections about the operative wound, 
while others are due to lung complications, and unless 
a skillful internist is in consultation it is sometimes 
impossible to determine which type of infection is 
present. To illustrate the importance of the differentia- 
tion of these cases, the treatment which we have been 
accustomed to administer is entirely different. 


In many of our cases of absorption from the wound, 
with elevation of temperature, we have given intra- 
venous injections of mercurochrome, whether the blood 
culture is positive or not. In many of these cases a 
brilliant result is obtained and an immediate fall of 
temperature, following the transitory reaction which 
occurs from the mercurochrome. Dr. Braasch, at a 
recent meeting of the American Association of Genito- 
Urinary Surgeons, showed a number of slides of tem- 
perature charts which illustrated the prompt response 
of this type of pyrexin to intravenous injections of 
mercurochrome. In those cases in which fever is due 
to pulmonary complications, especially those compli- 
cated with thrombophlebitis, it might be dangerous 
to administer this type of treatment, for there is often 
rather marked reaction following intravenous injection, 
in the shape of a shaking chill, and, theoretically, it is 
quite possible that during the course of such a chill a 
thrombus in a vein might be dislodged. 


The position of the patient on the table undoubt- 
edly has considerable bearing on the production of 
thrombosis. Most of the cases mentioned by Dr. 
Thomas were perineal prostatectomies, and although 
the operation was carried out as quickly as possible, 
the hips and knees of these patients are acutely flexed 
during operation, and this factor might lead to some 
transitory obstruction to the veins which, in the pres- 
ence of infection, might produce a thrombus. Every 
precaution should therefore be taken when the patient 
is on the table to see that the least possible pressure 
is produced and that the flexed joints are carefully 
padded to prevent undue pressure from the operating 
table. 


Before closing I should like to mention the impor- 
tance of post-operative care of nephrotomy cases. These 
cases, of course, are sometimes infected and sometimes 
sterile, but in operating upon such a vascular organ 
as is the kidney, primary hemorrhage is always difficult 
to control, and in closing the incision in the kidney 
there, of necessity, occurs considerable occlusion of 
the vessels. Of course the danger of embolus arising 
from the clots in these vessels is much more imminent 
in infected cases, but the same danger also exists in 
those cases with sterile urine. 


Dr. Courtney W. Shropshire, Birmingham, Ala—I 
have had one case of pulmonary embolis which followed 
an internal urethrotomy. There were strictures of long 
standing. I have done internal urethrotomy for many 
years. 
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SOME INTERESTING ENDOTHELIAL 
REACTIONS* 


By Cuartes Puiturrs, M.D.,+ 
Richmond, Va. 


The term endothelium is used here in the old 
sense of the thin layer of cells lining cavities 
such as peritoneum and pleura and lining the 
vascular system. Recognition is given to newer 
ideas that the term now should be limited to 
vascular lining cells and that the cavity lining 
is more properly called mesothelium. In the 
main the appearance is the same and the general 
pathologist often sees these cells in function so 
much alike that their embryological classifica- 
tion tends to be laid aside and their biological 
reactions stressed instead. The writer sees these 
in routine tissue work from time to time and is 
presenting observations rather than theories. 

Up to about twenty years ago it was believed 
that the origin of different tissues from the three 
embryological germ layers was so specific that 
morphological characteristics were adequate for 
classification. In recent years there have been 
many who thought otherwise and gradually belief 
in the specificity of the germ layers is losing 
ground. Not content with studying morphology 
alone, many have tried physiological methods of 
seeing what the cells would do at home under 
various conditions. Many dyes have been used 
for injection experiments and selectivity of these 
with subsequent behavior of the cells studied 
has changed many older ideas as to genesis. 
More recently tissue cultural methods have been 
so developed that actual biological traits are 
now known and seen and these investigations 
have further loosened the dominance of the 
germ layer specificity. 

It is not our desire now to enter this con- 
troversy, but a few statements from others about 
mesothelium and endothelium might not be 
amiss. There has been discussion for a long 
time about this tissue, its relation to connective 
tissue and about certain cells derived from se- 
rosal linings. About certain large mononuclear 
leucocytes of blood has centered the controversy 
as to origin and proper name. Ehrlich called 
them large mononuclears, Mallory called them 
endothelial leucocytes, while Aschoff uses the 
term blood histiocytes and others prefer the more 
indefinite term monocytes. The well known 
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phagocytic activities of the cells have caused 
many to study them in action, in dye or pig- 
ment absorption, or in disease such as tuber- 
culosis. The term macrophage is generally used 
because it is fairly descriptive and non-committal 
as to genesis, but newer physiological methods 
have caused Carrel and Ebeling! to state their 
belief that the macrophage called polyblast by 
Maximow, clasmatocyte by Ranvier, and en- 
dothelial leucocyte by Mallory, is identical with 
the monocyte of blood, certainly when grown 
under identical conditions. Kinship of endothe- 
lial cells to fibroblasts has been discussed by 
many with different conclusions. Among these 
are Rossle and Yoshida,” Hueck,? Foot,* Cun- 
ningham,® Carrel and Ebeling. Again the be- 
havior of mesothelial or endothelial cells in body 
cavities when chronically irritated has been ob- 
served by many and well recorded photograph- 
ically by Cunningham.’ Foot,‘ in studying en- 
dothelium, concluded that macrophages have 
their origin from vascular endothelium and fur- 
ther that epithelioid cells of tubercles are from a 
similar source. Some believe that the Aschoff 
body of rheumatic carditis is a group of these 
cells. Recent work of Swift, Von Glahn and 
Pappenheimer,® on some histological phases of 
rheumatic heart disease reveal effects of this 
disease on small vessels in various tissues 
amounting almost to an obliterative endarteritis. 
Again, the devolpment of neurological surgery 
has brought to the pathologists for study many 
neoplasms from. the meninges and intracranial 
tissues to which the name meningioma or en- 
dothelioma is given. 


Work upon mononuclear phagocytic cells in 
the cerebrospinal spaces and in brain trauma 
has been less than that upon the most acces- 
sible fields. Kubie and Schultz,“ working on 
the meninges of cats, conclude that arachnoidal 
lining cells have not yet definitely been shown 
to cast off from base and become phagocytes, 
but that the latter when active in irritation 
come from young forms already present in 
the region. Macklin and Macklin,® studying 
brain repair in rats after trypan blue injec- 
tions, concluded that phagocytes in brain trauma 
come partly from capillary endothelium, from 
neuroglia and possibly from the down-growing 
new pia-arachnoid with new vessels. They record 
multiplication by mitosis in the region. Along 
with others these authors state that dye absorp- 
tion alone is not sufficient to classify a cell as 
either phagocytic or non-phagocytic. Hortega 
and Penfield have studied brain repair from dif- 
ferent angles, using special stains and methods, 
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but touched lightly upon pia-arachnoidal re- 
actions. 

The writer, like other pathologists, sees se- 
rosal cells under various degrees of irritation 
change form and wonders what change of func- 
tion might accompany this. Pelvic inflamma- 
tion furnishes most of this material and it is 
common to see the lowly normal serosal cell 
change form until it is even columnar. At times 
real cystic spaces are formed and lined with 
this new variety of derived mesothelium. Hem- 
orrhage under these conditions is not unusual 
and the writer wonders if some of the “choc- 
olate cysts,” so popular now in diagnosis, are 
not really hemorrhagic cysts with metaplastic 
serosal linings rather than real endometrial 
stroma of the true endometrioma. All the pel- 
vic structures may be involved, as well as the 
adjacent intestines and appendix in these meta- 
plasias. Cunningham and others have recorded 
similar changes in the abdomen. The writer 
has seen them in the irritated pleura and pericar- 
dium, as probably many others have. 

Neoplasms from mesothelial lining cells of the 
chest and abdomen are not very numerous, but 
have been recorded and described variously as 
fibroma, sarcoma, mesothelioma or endothelioma. 
From the meninges growths are more frequent, 
coming from dura or pia-arachnoid, and while 
generally benign, some are quite malignant. We 
have in mind now two of this type, one in a 
negro woman admitted to the hospital uncon- 
scious and moribund, who on autopsy had a 
malignant dural endothelioma invading the 
frontal bone and even metastasizing to the pitui- 
tary; the other patient four years ago had a 
benign endothelioma in the frontal region of 
the brain which was removed surgically with 
good result until recently, when he developed a 
recurrence in which the cells show every indi- 
cation of malignancy. This case is still current 
and it is too soon to tell its outcome. The his- 
topathology of these meningeal neoplasms va- 
ries considerably from the usual spindle-shaped 
cell occurring in whorls, to other areas very cel- 
lular and having a rounded cell with various 
mixtures of connective tissue. Some are quite 
vascular, but the average tumor is fairly firm 
and encapsulated and proper surgery offers a 
good prognosis. 

Phagocytic cells called by various names are 
well known to have their origin from tissues 
about the body cavities. From just which tis- 
sues is in doubt, for some believe that mesothe- 
lium has origin to allow modifications into fibro- 
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blasts, macrophages, lining serosal cells, mono- 
cytes or others. The writer has been under 
the impression that under proper stimuli these 
lining cells might detach and become wandering 
free units, but he has done no experimental work 
on the problem and cannot say that this does 
or does not occur. Careful work by others also 
leaves this in doubt if you read the literature. 
In meningeal and cerebral irritations it is our 
belief that phagocytes have different origins and 
we think that we have photographed arach- 
noidal lining cells in process of becoming 
macrophages. 

Phagocytic tissue cells are generally believed 
to have their origin from vascular endothelium, 
and observations on this would be mere ‘dupli- 
cations. Hyperplasia of this tissue is well known 
for speed and vigor. There are many records 
of neoplasms of this origin variously called an- 
gioma, hemangioma, angio-endothelioma, occur- 
ring in many different parts of the body. We 
see them in liver, tongue, skin, meninges and 
pituitary and find them generally benign. It is 
not our purpose here to discuss the diagnostic 
criteria of neoplasms from mesothelium or en- 
dothelium, but merely to observe that they are 
not uncommon and that in certain very vascu- 
lar intra-cranial growths it is quite dificult to 
decide between incidental vascularity and neo- 
plastic processes direct from endothelium. If 
we include in this group that small but interest- 
ing family called perithelioma by many, the 
difficulty becomes even greater in arriving at 
a satisfactory explanation and classification. 

Endothelial cells lining lymphatic spaces may 
also give rise to neoplasms and we have had 
an interesting tumor of this origin from the 
neck in which the dilated spaces were lined 
with neoplastic endothelioma cells and filled 
with lymph. The process was benign and en- 
capsulated. 

Cells lining tendon sheaths may be called 
either mesothelial or endothelial. Occasionally 
they become neoplastic and malignant, killing 
their host. We saw this develop in the arm of an 
old negro man, and recur after operation, with 
rapid growth, metastasis and death. The his- 
topathology resembles a spindle cell sarcoma, 
but we believe it is an endothelioma or mesothe- 
lioma of tendon sheaths. 

There are many other familiar endothelial 
reactions which will be mentioned only to show 
the adaptability of this tissue to environmental 
needs. Some of these are: vascular budding in 
new capillaries, progressive changes in vessels 
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in thrombo-angiitis obliterans, organization and 
canalization of thrombi, serous and fibrinous exu- 
dates on surfaces of meninges, pleura, and peri- 
cardium; increased permeability for fluids, reac- 
tions in leucocytic emigration and diapedesis of 
red cells in inflammation, reactions in hemor- 
rhage, and many others. Not to mention the 
reticulo-endothelial system, the tissue here dis- 
cussed is present in the body almost every- 
where and therefore its study is both important 
and interesting. 


SUMMARY 


A brief discussion is given of some of the 
present beliefs about the histogenesis of en- 
dothelium and mesothelium, with independent 
cellular derivations from these. 


Observations are made on functional behavior 
of this tissue, showing that however developed, 
wherever located, or whatever called, its mor- 
phology is subject to change by irritations and 
new tasks. 


The similarity of response of a fairly simple 
tissue widely distributed again raises the ques- 
tion as to the specificity of the three-germ layer 
derivation used in histology. 

A few illustrations are given from the unselected 
experience of a general pathologist to show 
how physiology, as well as morphology, ought 
to be considered in classifications of tissue 
reactions. 
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DISCUSSION (Abstract) 


Dr. W. E. Bray, University, Va—A most interesting 
example of this hyperplasia is found particularly in 
cases brought to our attention during operations for 
ectopic pregnancy. The hyperplasia of the mesothelial 
cells of the peritoneum takes the form of nodular hyper- 
plasia, and when the surgeon operates, these nodules 
look very much like tubercles. In many cases where 
the embryo cannot be found in operations for ectopic 
pregnancy, this hyperplasia probably has some diag- 
nostic significance. 


Dr. Harry T. Marshall, University, Va—The endothe- 
lial cells that Dr. Phillips has discussed, in so far as they 
relate to capillaries, seem to have rather diversified 
capacities for differentiation. We really are in great 
need of learning what factors determine the direction 
of differentiation. Thus, when they have the environ- 
ment present in the marrow, one group forms the red 
cells, another forms the granulocyte, yet they do not 
seem to overlap. They seem to have a common ancestry, 
but a differentiation through environment. A third 
form from the same origin seems to be the large phago- 
cytic mononuclear, so common in lymph node reactions. 
It seems to me Dr. Phillips is accumulating important 
information about these big cells. In his study of 
tumors he is dealing with more than one background. 
I do not think the mesothelial origin of his first group 
is going to be the same as that of the groups which 
he saw in connection with spaces lined by endothelium 
that are lymphatic or vascular. In the third group, 
the endothelial epithelioma, he will find still a different 
background. As we have long known, in order to 
understand the tumors we have to know more of their 
cells of origin and their behavior in varied environment. 


Dr. Phillips (closing).—As a teacher one of my duties 
is to try to get sophomore students to understand some 
of the vital processes involved in cell life. Some of these 
are complex, but when we go far enough back in their 

‘ form we find simplified functions. Modern ideas about 
the genesis of tissues are somewhat different from that 
taught fifteen or twenty years ago and I have here 
tried simply to contribute toward understanding of 
origin by watching their behavior under varying con- 
ditions. 

We, too, have seen nodular hyperplasia of peritoneal 
cells and its significance is often perplexing, as Dr. Bray 
suggests. I have not studied this process in particular 
relationship to pregnancy in the tubes and so cannot 
discuss its dependability in diagnosis here. 
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USE OF RADIUM IN THE ORAL CAVITY* 


By D. Y. Kertu, M.D., 
Louisville, Ky. 


Our discussion of the use of radium in the oral 
cavity is based on an experience and observation 
in the treatment of sixty-six cases. Only lesions 
in the oral cavity will be discussed. Lesions of 
the lips and tonsils are not to be included. 


For purposes of convenience we shall limit our 
remarks to five topics, namely: (1) leukoplakia 
of the buccal mucosa; (2) carcinoma of the 
buccal mucosa; (3) papilloma of the tongue; 
(4) carcinoma of the tongue; (5) hemangioma 
of the tongue and mucous membrane of the 
cheeks. To us the most important factors in 
radium treatment are the proper dosage, filtra- 
tion, and limitation of the radium to the area 
of involvement without injury to the adjacent 
normal tissue. Many of these lesions are and 
can be cured by the topical application of ra- 
dium. Others are best treated by implantation 
of radon, preferably using gold or platinum im- 
plants. For a number of years we used glass 
implants with excellent results in many cases, 
but quite frequently where the radon seed was 
not implanted deep, 0.5 centimeter or more be- 
neath the mucous surface, erosion and infection 
followed, causing considerable suffering to the 
patient. This, we have not encountered in the 
use of platinum and gold implants of radon. 
Desiccation or electric coagulation is of great 
service in many cases where the lesion is thick, 
or where nodules are present. 


In many of the lesions the diagnosis has been 
made from the history, the clinical and phys- 
ical examination, with no microscopical diag- 
nosis. Where the diagnosis is in question a 
specimen for biopsy and a blood Wassermann 
are taken. No attempt will be made to classify or 
give statistics on the number of patients treated 
in each condition, or the percentage of cures 
that have occurred in the cases of malignancy. 
We are giving our impression from experience 
and observation alone. Individual cases will be 
referred to with impressions of results. 


LEUKOPLAKIA 


In the treatment of leukoplakia we have re- 
lied entirely on topical applications with rather 
high filtration for superficial lesions. If there 
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is very little thickening present we use 0.5 mm. 
brass as filters, covered with rubber tissue or 
zinc oxid, to absorb secondary radiation. It 
is very important in treating any lesion of the 
oral cavity, to protect the opposite wall by the 
use of lead, and we have found it best to use a 
long strip of lead to which the radium is at- 
tached. The outer end is bent around the chin, 
or cheek, on the outer side of the mouth, and 
fixed to the cheek with an adhesive strip. Where 
possible, the wall opposite where radium is ap- 
plied is displaced with a pack of gauze to in- 
crease the distance between the radium and the 
normal opposing mucous membrane. In our ex- 
perience all leukoplakia should be treated as 
early as it is diagnosed, and we feel that ‘results 
have justified this conclusion. A blood Was- 
sermann is always taken in any leukoplakic 
lesion of the mouth, or tongue, that shows any 
marked induration, or where ulceration is pres- 
ent, and the results are charted before treatment 
is instituted. Where a Wassermann is refused, 
no treatment is given. Where nodules are pres- 
ent at the margin of the leukoplakic patch more 
intense radiation is given to the thicker areas. 
This can be easily done by making another ap- 
plication of radium, using a piece of lead from 
which a small hole is cut slightly larger than the 
thickened nodule, or nodules. Close attention 
to accurate application is essential. All infected 
or jagged teeth are removed or treated by a 
competent dentist. 


PAPILLOMA 


Papilloma of the tongue more frequently in- 
volves the anterior half and dorsal surface than 
the lateral borders or undersurface of the tongue. 
These apparently benign growths, many of 
which are congenital in origin, can be cured with 
radium, with surgery, or with cautery. Radium 
is preferred, as it gives little or no pain and 
causes little, if any, deformity. Occasionally 
tumors of this character are of such size and 
thickness that a gold implant of radon will 
obtain better and quicker results than the at- 
tempt at topical applications. We have found 
very little deformity and little inconvenience to 
the patient from this treatment. The greatest 
difficulty experienced, aside from the reaction, is 
that occasionally there will be a dimple, or a 
small hole in the tongue at the site of the 
growth. Occasionally, on the lateral margins, 
toward the posterior portion of the tongue, this 
may be annoying, as it forms a small food pocket 
that frequently is quite troublesome to the pa- 
tient, who has great difficulty in getting it empty 
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of food, especially after starchy foods have been 
ingested. In these lesions the gold implants 
have never been larger than 0.5, or 0.75, milli- 
curie each. We prefer to use two or three of 
this size rather than to use implants of 1 or 1.5 
millicuries each. Much better results are ob- 
tained as the intensity of radiation is from two 
or more points, rather than from one. It is 
quite important in putting gold implants in these 
small nodules, which can be done under local 
anesthesia with no pain to the patient, that the 
operator be working with someone who knows 
how and when to make the implantation. An 
attempt is always made, where more than one 
seed is used, to implant it in the margin of the 
growth, endeavoring to implant it in the papil- 
loma and not in the normal tongue tissue. The 
tongue is grasped in the operator’s left hand and 
the implanting needle is placed in the growth 
and withdrawn a few millimeters in order to 
make a bed for the seed. Implantation is then 
made. We have never experienced any diffi- 
culty from hemorrhage or from the seed’s being 
expelled through the opening made by the im- 
planting needle. Very little difficulty is ex- 
perienced by the patient from reaction where 
gold implants are used and where they are im- 
planted as much as 0.5 cm. beneath the surface 
of the tongue. Accurate implantation is always 
essential. 


CARCINOMA OF THE TONGUE 


In carcinoma of the tongue, where no involve- 
ment of the floor of the mouth is present and 
the patient is seen before the cervical lymph 
nodes are involved, which is quite rare, larger 
doses of radium are given as a topical applica- 
tion and followed within one week by implanta- 
tion of gold implants of radon, never using a 
seed containing more than one millicurie of 
radon. Where ulceration is present, with if- 
volvement of the floor of the mouth, high filtra- 
tion is employed and a topical application is 
relied upon solely, using the floor of the mouth 
and the skin posterior to the chin as portals of 
entry. By high filtration we mean 2 mm. of 
lead, or its equivalent, when the application is 
made to the floor of the mouth, and preferably 
using a radium pack through the skin portal of 
entry at a distance of 15 to 25 mm. As is the 
custom of most operators, we use basal wood to 
obtain the distances above indicated. In car- 
cinoma of the tongue, with or without involve- 
ment of the floor of the mouth, with or without 
enlargement of the cervical lymph nodes, we 
feel that only palliation is to be obtained and 
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one should keep uppermost in his mind that he 
must not give an overdose and cause the patient 
more suffering and inconvenience than would 
occur had he not been subjected to radiation. 
Early in our experience we were fortunate 
enough to see a few large radiation ulcers, with 
necrosis at the base of the tongue in the pos- 
terior one-third, that had been caused by over- 
doses in the hands of other operators. We must 
always bear in mind that we are treating the 
patient, as well as trying to palliate the ma- 
lignancy. We feel that the use of higher filtra- 
tion, as has been advocated by Regaud, is a 
very definite advance in the treatment of ma- 
lignancy of the tongue and oral cavity. The 
most of us who have been using radium for a 
number of years have gradually increased our 
filtration and dose and at present are frequently 
using filtration equal to 2 mm. of platinum. We 
feel quite sure that we are improving our results 
in the treatment of oral malignancy. All of you 
know that reaction from high filtration is never 
so severe and never so caustic as from the lower 
filtrations. 


MALIGNANCY OF THE ORAL MUCOUS MEMBRANE 


In malignancy of the oral mucous membrane 
we are using topical applications, implantation 
of needles containing radium element as the 
primary treatment. Where the lesion is quite 
thick we later use radon implants to marginal 
nodules that cannot be destroyed at the primary 
treatment. In the treatment of lesions of the 
cheek and sulcus between the gum and cheek, 
one must be very careful in the implantation of 
radium needles and gold radon implants, to be 
sure that neither one is in contact or very close 
to the bone. Where the involvement is limited 
to the cheek between the lower and upper al- 
veolar processes, we have used mucous mem- 
brane and skin portals of entry for our radia- 
tion. When treating the mucous membrane we 
have relied on long lead strips with the outer 
end fixed to the cheek, as was previously de- 
scribed. These appliances have been illustrated 
by photographs in numerous radiological and 
surgical journals. Where possible, the cheek 
is displaced after the application of radium, us- 
ing either gauze, rubber tissue or dental plaster 
to obtain a greater distance from the alveolar 
process during radium treatments. In our early 


experience, where dealing with an epidermoid 
carcinoma of the buccal mucous membrane, we 
relied on fulguration to assist in the destruction 
of the malignancy and we use it now in cases 
Overdoses of 


where destruction is indicated. 
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radon may be used where destruction by elec- 
tro-coagulation with removal of the gold im- 
plants is to be done before the radon has com- 
pletely disintegrated. 


We have a patient who is now well, eleven 
years after treatment by fulguration and x-ray. 
The lesion was small, occupying a position mid- 
way between the upper and lower left third 
molars. This patient was last seen on October 
29, 1928, and is free of symptoms and free of 
any evidence of recurrence. He presents a dense 
band with very little scar tissue present in the 
buccal mucosa. No limitation in motion of the 
jaw is present. He is at present a resident of 
this City (Asheville, N. C.). Briefly his history 
is as follows: 


A man, age 21, was first seen June 3, 1917. He gave 
the history that during his college days he had a habit 
of drawing his cheek between his teeth and biting his 
cheek during his study hours. The lesion had been 
present only a few months when first seen. It was 
approximately 1 cm. in size and was estimated to be 
10 mm. thick. Microscopical diagnosis proved it to be 
an epidermoid carcinoma. It is rather interesting to 
go back over his record and see what voltage and fil- 
tration was used. At this time we used a small cone 
and attempts were made to make an application of 
x-ray through this one-inch cone placed against 
the lesion with the mouth wide open. Skin portals 
were also used, raying the entire gland-bearing area of 
this side of the neck, and a few applications were 
made to the opposite side of the neck. The voltage 
ranged from 110 to 120 kilovolts, with filtration equiv- 
alent to 2.5 mm. of aluminum and sole leather. In 
the major number of the applications 1.5 mm. of alum- 
inum was used as a filter and a plate of ordinary 
photographic glass, which was equivalent to 1 mm. 
of aluminum. He was treated at intervals of every 
two or three weeks for a period of almost a year. 

We had another patient treated about the same time, 
using the same methods of treatment; his lesion, from 
the history, starting as a leukoplakia. He was a tester 
in a soap factory and would frequently test his solu- 
tions by tasting. It was quite evident that the alkaline 
irritation he received by so doing was a causative factor 
in this one case. He remained free of disease for a 
period of five years and received definite palliation from 
radium after the cells had lost their sensitivity to x-ray. 
He finally succumbed to his malignancy near the end 
of the eighth year. The location of his lesion was 
the buccal mucosa near the bicuspid area. It is prob- 
able that with high filtration of radium to a lesion of 
so low a grade malignancy as he presented would 
probably be arrested for a greater length of time. X-ray 
and fulguration were both used on both of these cases. 
The microscopical diagnosis in this case was also epi- 
dermoid carcinoma. 


HEMANGIOMA OF THE TONGUE 


Several cases of hemangioma of the tongue 
have been cured, where the lesion was small and 
only a few millimeters thick (5-7). Permanent 
relief for a number of years has been expe- 
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rienced from the topical application of radium, 
with very little reaction from the application. 
These cases are usually treated by filtration of 
0.5 to 1 mm. brass, never giving more than 60 
to 75 per cent of an erythema dose at one ap- 
plication, a repetition of the dose being made 
in six or eight weeks. These lesions rarely re- 
quire more than two applications. 

Mrs. W., age 37, a married woman. There was 
no history of malignancy in her father or mother. She 
was first seen in November, 1927. 


The lesion was apparently congenital, as it had been, 


present ever since she could remember. When 17 years of 
age she experienced an attack of great swelling of the 
tongue, enough to give her embarrassment in breathing 
that persisted for 24 or 48 hours. The attack was 
attributed to exposure to a very cold wind. Since this 
time she frequently has attacks of moderate swelling 
of the tongue. Relief could usually be obtained by 
rapidly moving the tongue. 

Two years previous to our examination a definite 
increase in size was noted in the anterior half of the 
left side of the tongue. A slow increase in the size 
of the tongue was noticed for one year. In the latter 
part of the year 1926 a surface application of radium 
was given to the dorsal surface of the tongue. This 
application was made in one of our Southern cities. 
Two applications were given on successive days. The 
time and amount of radium that was applied were 
indefinite. The reaction was quite severe, lasting five 
or six weeks. During this time she was unable to get 
the tongue in her mouth on account of the great in- 
crease in its size from swelling, edema and superficial 
ulceration. The pain was excruciating and almost un- 
bearable for four weeks. 

After the radium reaction had receded she experienced 
definite improvement with decided reduction in size of 
the tumor of the left side of the tongue for a period 
of mine or ten months. 

For two or three months prior to consulting us she 
experienced severe sharp pain in the tongue lasting 
several minutes, occurring three or four times each 
day, and she felt quite sure the tumor was rapidly in- 
creasing in size. 

Examination showed a well developed, well nour- 
ished patient presenting a tumor involving the anterior 
left half of the tongue. It was bluish purple in color 
on the inferior surface and left lateral border, and 
pale in color on the dorsal surface, with a very def- 
inite band of fibrosis, giving the appearance of two 
tumors. Each nodule measured 2 cm. in diameter. The 
shape changed when the tongue was protruded and 
elevated. On palpation the fibrosed band could be 
easily felt. Many “shotty” nodules could be felt in 
each nodule. Knowing that hemangiomata of the ex- 
tremities frequently contained calcium deposits, we felt 
sure that calcium deposits were present in this tumor. 

A dental film of the tongue revealed nine or ten 
calcium deposits ranging in size from a radish seed to 
a grain of wheat. 

Six gold implants of radon were placed in the two 
nodules. The total content was 3.86 millicuries, giv- 
ing a total radiation of 512.28 mc. hours. Little hem- 
orrhage was encountered from the implantation. A 
dental film was made immediately after the implanta- 
tion and showed that the gold implants were quite evenly 
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distributed. A mild reaction was noted on the eighth 
day and was noticeable until the twenty-fourth day. 

When she was seen on the twelfth day, swelling and 
edema were present. On the left lateral border of the 
tongue a definite imprint of the teeth could be seen 
with one small “dirty gray” superficial ulcer showing 
on the inferior surface near the lateral border. On the 
twenty-fourth day only a slight cyanotic color was 
present. The superficial ulcer had disappeared and 
only slight indentations from pressure by the teeth were 
seen. The patient stated that the tongue felt quite stiff 
when she rose every morning, but this lasted only a 
short time. 

On the fiftieth day the tongue looked and felt more 
normal than it had for three or four years. When the 
tongue is pressed against the teeth or inner left cheek 
a sensation of a pin prick is present. The tumor had 
reduced 50 per cent in size. All of the purple bluish 
discoloration disappeared, except one small spot on the 
dorsal surface. 

Four. months later this bluish spot was present and 
37.5 mg. hours of radium were given as a topical ap- 
plication, using paraffin and 0.5 mm. of brass for 
filtration. 


When she was seen eleven months after implantation 
of radon the patient was entirely satisfied with the ap- 
pearance and feeling of the tongue. 

Shortly after we treated this tongue by im- 
plantation, Drs. Withers and Ransom, of Denver, 
reported in the October issue of the American 
Journal of Roentgenology several cases of mas- 
sive hemangioma of the face that had been sat- 
isfactorily treated by implanting gold implants 
of radon. We have encountered no case report 
of a hemangioma of the tongue that received 
treatment by gold implants. We have recently 
treated two other bulky hemangiomata of the 
tongue by radon gold implants with pleasing re- 
sults, one occurring in a child of 3% years of 
age. 

CONCLUSIONS 


(1) All lesions of leukoplakia of the oral cav- 
ity that do not yield quickly to hygienic treat- 
ment should be given the benefit of radium. 
Where a blood Wassermann is positive and im- 
mediate improvement to treatment is not noted, 
topical treatment with radium should be given. 

(2) When dealing with papillomata of the 
tongue a cure is to be expected. 

(3) In massive hemangioma of the tongue or 
cheek better results are expected and can be ob- 
tained by using gold implants of radon. 

(4) A case of massive hemangioma of the 
tongue is reported as cured by radon implants 
where topical application of radium had failed. 
This case also showed calcium deposits in the 
hemangioma. 
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DISCUSSION (Abstract) 


Dr. Floyd D. Rodgers, Columbia, S. C—Dr. Keith 
is talking about leukoplakia. He says that he does a 
Wassermann, and if the Wassermann is negative then 
he does a complete and careful extraction of teeth, then 
uses heavily filtered radium. In my experience with 
leukoplakia, I do just the opposite. I use no filtration 
with my radium. I use it raw, in small doses. I clean 
up the mouth just as he does. If a blood Wassermann 
and a spinal fluid Wassermann are negative I give anti- 
syphilitic treatment anyhow, because leukoplakia will 
get well with anti-syphilitic treatment. Radium alone 
will not cure it. I believe in the necessity for mixed 
treatment in leukoplakia. 


Dr. Keith (closing) —If Dr. Rodgers refers to the use 
of mercury and iodin as anti-syphilitic treatment, we 
use them quite often. We rarely give arsphenamin in 
the presence of a negative Wassermann unless Vincent’s 
spirilla are present. As a rule, where a patient has an 
ulcer of the mouth, if it is due to syphilis he will have 
a positive Wassermann. In a few cases we have had 
both syphilis and carcinoma in the same patient at the 
same time. 

We always insist upon having the mouth cleansed, 
preferably by a dentist, and any decayed or ragged 
teeth removed. We prefer having this extraction done 
the second or third week after radium is applied. This 
is done after the application of radium to prevent 
tumor transplants in the traumatized tissue. 





ALEUKEMIC LYMPHATIC LEUKEMIA*?} 
REPORT OF A CASE WITH NECROPSY 


By T. Cook Situ, M.D., 
Louisville, Ky. 


This is the report of a patient who showed 
findings characteristic of lymphoblastoma and 
whose blood examinations while under observa- 
tion were consistent with that type of leukemia 
in which there is a variation between a moderate 
leukocytosis and a leukopenia, with the differen- 
tial count showing constantly an abnormally high 
percentage of lymphocytes. 

On August 10, 1927, J. N., 3% years old, white, fe- 


male, was first seen in consultation with Dr. John T. 
Bate. The parents complained of her pallor. 


No evidence of any blood dyscrasia in other mem- 
bers of the family was found by careful questioning. 
There were four children, all of whom were in excellent 
health and without anemia. 


The patient as an infant had been partially breast 
fed, and the diet in later infancy was satisfactory. There 
was nothing unusual in the development, and no un- 
usual habits of either hygiene or diet. She was fond 
of fruits, vegetables, and meats, and partook heartily 
of the family meals. She had always had abundant out- 
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door play and the usual amount of exposure to sunlight. 

The onset of symptoms was three months before our 
first examination. Prior to that time the patient was 
strong, well nourished, well developed, and of “good 
complexion.” The pallor, which later became a dom- 
inant symptom, was first noted in June, 1927. At that 
time the child complained bitterly when the mother 
attempted to lift her with her hands under the child’s 
armpits. An intermittent fever was noticed at that 
time; also pain in the right side of the abdomen and 
frequent “night sweats.” The child would complain 
of “pains in the legs” and at times preferred to go up- 
stairs on her hands and knees rather than in the usual 
manner. The appetite continued good. The abdomen 
Quinin was 
prescribed by a physician at that time who told the 
parents that he suspected ‘malaria and worms.” The 
child played well most of the day and seemed fairly 
alert, but had shown great fatigue in the afternoons 
during the two months prior to this examination. There 
were no other unusual phenomena, such as purpura, 
not mentioned in the above notes. 

These symptoms continued, although they varied 
greatly in prominence, until the examination of the pa- 
tient by the author. 

The patient was first seen in the office. At that time 
she was a well nourished little girl with a prominent 
abdomen and startling pallor of the skin and mucous 
membranes. Her dark hair, in contrast with her almost 
colorless lips, made a most unnatural combination. The 
skin was of a slightly olive tinge without jaundice and 
without petechial hemorrhages. 

The glands in the upper portion of the cervical chain 
under the angle of the jaw and in the posterior cervical 
chains were noticeably enlarged, both visibly and upon 
palpation. They were in groups, seemed rather soft 
and discrete, and were not painful. The glands could 
be seen bulging in the axillae and groins, but single ones 
were not larger than 1 cm. in diameter. Both epitroch- 
lear glands could be felt. The sclerae of the eyes sug- 
gested white porcelain. The eye grounds were negative 
except for retinal pallor. The ears were normal. The 
nose seemed normal in all respects. The odor of the 
breath was not peculiar; the mucous membranes were of 
waxy pallor. There was no exudate or acute inflamma- 
tory reaction. The pharynx showed tonsils very slightly 
enlarged, but otherwise of normal appearance. The 
chest seemed normal in all respects objectively. Sub- 
jectively the respirations were quite rapid on short exer- 
tion. There was a paroxysmal cough. The mediastinum 
showed no peculiar findings on percussion. 

The heart was 2 cm. beyond the nipple line. The 
veins of the neck were full and pulsating. A soft sys- 
tolic murmur was heard over the precordium. The ab- 
domen was full and somewhat tense; no fluid wave was 
elicited. Palpation revealed a hard mass in the position 
of the spleen extending two finger breadths below the 
costal margin. This mass was not easily movable. On 
the right a mass in the position and shape of the liver 
extended 8 cm. below the costal margin. This was rather 
firmly fixed and was not tender. Bones and joints were 
negative at this time. 


Laboratory Data—X-ray of the chest seemed normal 
for her age. Stool examination was negative for para- 
sites or ova. Urinalysis showed a slight trace of al- 
bumin. The Wassermann reaction of the blood was neg- 
ative. The blood contained 1,488,000 red blood cells; 
hemoglobin, 20 per cent; 16,000 white blood cells. Dif- 
ferential blood count showed 3.5 per cent polymorpho- 
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nuclears; eosinophils, 0.5 per cent; basophils 0.1 per 
cent; small lymphocytes, 93 per cent; large lymphocytes, 
0.6 per cent; transitionals, 2.3 per cent, among 600 cells 
counted. The red blood cells varied in size and shape. 
The hemoglobin content seemed greatly diminished. The 
platelets seemed diminished in number. Many smudges 
were seen. 


Subsequent Course—August 15, 1927, the patient was 
given a transfusion of 200 c.c. of citrated blood into the 
femoral vein. There was a slight reaction, the tempera- 
ture reaching 102°. Ultra-violet light treatments were 
begun at this time. 

August 22, 1927, there were 1,356,000 red blood cells; 
hemoglobin, 20 per cent; white blood cells, 15,800; 
platelets, 200,000. A differential count gave the same 
percentages as before, but a study of the smear showed 
that the lymphocytes were now preponderantly of the 
larger type, showing a large lumpy nucleus with a small 
rim of very blue cytoplasm around it. j 

August 26, 1927, the patient had run an intermittent 
fever since she was first seen, and showed as a further 
complication many petechial hemorrhages around the 
knees, in thé groins and in the axillae. She had a cough 
typically like that of pertussis, causing solicitude among 
parents of near-by children. 

August 31, 1927, there was no change. Blood count 
showed, however, 992,000 red blood cells, hemoglobin, 15 
per cent, and white blood cells, 26,000. There were 95 
per cent lymphocytes, chiefly of the larger type described 
above. 

September 4, 1927, the patient had a temperature of 
103°; respirations, 50 per minute, and an expiratory 
grunt. At this time the glands had undergone a re- 
markable change in that very few were palpable. The 
spleen could hardly be felt and the liver was only 4 cm. 
below the costal margin. The left kidney was very def- 
initely palpable. The patient also showed at this time 
a very peculiar dark pigmentation of those parts of the 
face not protected by the goggles while she took ultra- 
violet light. Likewise, the skin over the abdomen showed 
a very dark pigmentation. No induration or thickening 
of the skin was found. 

September 5, 1927, there were 700,000 red blood cells; 
hemoglobin, 15 per cent; and white blood cells, 2,000, 
95 per cent of which were lymphocytes. 

September 7, 1927, there were signs like those of 
bronchopneumonia with rapid, difficult breathing, tem- 
perature of 105°, and stupor. The patient died on Sep- 
tember 7,.1927, about three months after the first symp- 
toms were noted by her parents. 

Necropsy was performed by Dr. S. H. Black of the 
Department of Pathology, University of Louisville, and 
will be described at this point. In summary, the gross 
anatomical diagnosis was: multiple infarction of the 
lungs bilaterally, bronchopneumonia bilaterally, multiple 
infarction of the kidneys bilaterally, enlarged mesenteric 
glands, and anemia. 


MICROSCOPIC EXAMINATION 


Lungs—Three blocks from each lung show certain 
areas in which the alveoli are filled with pure serum. 
There is little or no leucocytic reaction in the majority 
of these. Around the small bronchioles there is a con- 


siderable deposit of lymphocytes and scattered through 
the lung tissue at different places there are focal clumps 
of lymphocytes with a few endothelial leucocytes and 
plasma cells and an occasional polymorphonuclear leu- 
cocyte. 


Scattered through are areas of hemorrhage. 
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Spleen—Throughout the spleen seems more or less 
engorged with blood which obscures the normal land- 
marks. The malpighian bodies are relatively small and 
indistinct. The germinal centers are hardly noticeable. 
Scattered through the pulp are a moderate number of 
phagocytes filled with brownish granular pigment. 


Pancreas—The intra-lobular septa show a consider- 
able accumulation of lymphocytes. The parenchymatous 
tissue is apparently normal. The lymphocytes appear 
small and well differentiated. 


Liver—Sections from two blocks of liver show ab- 
normal, atypical accumulation of lymphocytes in the 
intra-lobular septa. Under oil immersion these lympho- 
cytes appear mostly well differentiated, but some are 
abnormally large and occasionally a cell is seen in 
mitosis. As a rule these groups are accumulated about 
interlobular vessels, but sometimes small clumps are 
formed between trabeculae. These accumulations of 
lymphocytes are much greater than those seen in or- 
dinary chronic inflammation of periportal canals and in 
every way are like the lymphoblastic infiltration of 
liver seen in proved cases of lymphatic leukemia. The 
diagnosis is lymphoblastic infiltration of the liver. 


Kidneys.—Sections of kidneys show rather diffuse in- 
terstitial infiltration with lymphoblastic cells. Most of 
these are small and well differentiated, but some are 
larger, more atypical and suggest lymphoblastic type. 
No mitoses were found. These cells do not penetrate 
the alveoli or tubules, but lie between, sometimes mass- 
ing so as to spread the tubules away from each other. 
Irregularly distributed are extensive interstitial hemor- 
rhages, obscuring the stroma and leaving sections of 
tubules so that only the epithelial lining can be distin- 
guished. Some of these hemorrhages are fairly extensive 
and lie beneath the capsule. 


Mesenteric Lymph Nodes.—Of sections from three 
nodes, one shows more or less diffuse spread of lympho- 
blastic cells in which no lymphoid nodules are made out. 
Most of the cells are well differentiated. Some of these 
less atypical lymphoblastic cells are large and have 
larger eccentric nuclei. A few are multinucleated and 
occasionally one shows a monaster or a diaster. In 
places these cells are infiltrating the capsule. The diag- 
nosis is lymphoblastic infiltration of the lymph node. 


Final Gross and Microscopic Diagnosis—There are 
lymphoblastic infiltration of liver and kidneys (his- 
tologically like lymphatic leukemia) ; focal hemorrhages 
into lungs and kidneys, and edema of the lungs. 

Bone marrow obtained from a rib was pink and on 
microscopic examination showed widespread infiltration 
with round cells causing almost complete obliteration 
of normal blood-forming structures. 


TREATMENT 


In the treatment of this case an attempt was made 
to feed the patient with the same dietary tactics which 
we apply to other forms of anemia. She took quanti- 
ties of liver, eggs, meats, green vegetables and received 
cod liver oil and ultra-violet light exposures. A trans- 
fusion was given of 200 c.c. of citrated blood. No 
beneficial effects were noted. 


DISCUSSION 


During the past twelve months two cases of 
this type have been followed and the diagnosis 
of lymphoblastoma made at necropsy. One of 
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these patients has been presented to you today. 
The other will be presented later in collaboration 
with an associated physician. The various opin- 
ions expressed in regard to one of these patients 
by very competent men have served to empha- 
size the fact that a definite diagnosis with an 
absolute prognosis is not an immediate possi- 
bility when the patient is first seen, even though 
a thorough examination is made, including care- 
ful studies of the blood. 


A review of the literature would seem to in- 
dicate that certain other diseases must be very 
carefully differentiated from this type of leu- 
kemia. Among these are aplastic anemia,! ? % 
infectious mononucleosis, agranulocytic infec- 
tions,° pertussis, acute infections with lympho- 
cytosis.® 

J. L. Morse, in 1922, reported thirty-seven cases of 
severe anemia in children,* and made a suggestion that 
severe anemias similar to aplastic anemia appear to be 
more common in childhood than lymphatic leukemia. 
In reviewing these cases as reported by him, we find 
that there were few necropsies and that many of the 
cases classified as severe anemia would fall into the 
group which must be finally differentiated from leukemia 
by pathological studies. 

L. W. Smith,) in reviewing aplastic anemia in 1919 
found difficulty in collecting many cases with thor- 
oughly substantiated diagnoses. He did report cases, 
however, almost identical with that reported here, which 
showed aplastic bone marrow at necropsy without 
lymphoblastic infiltration of viscera. 

Krumbhaar? made a further point that even at ne- 
cropsy one must be careful to obtain bone marrow from 
other locations than the tibia alone, since he had found 
cases in which the tibia was negative while other bone 
marrow specimens showed lymphocytic infiltration. 

Clinically, it seems certain that some cases 
of leukemia in the aleukemic stage are similar 
in all respects to aplastic anemia except upon 
the necropsy table. 

Infectious mononucleosis* and aleukemic leu- 
kemia bear very close resemblances at certain 
stages of their development, but tend te become 
differentiated as time goes on by the differences 
in duration and end results; the former almost 
always ending in recovery, the latter always 
fatally. 

“Mononuclear Leukocytosis in Reaction to 
Acute Infections,” as reported by Sprunt and 
Evans,® in 1920, will differentiate itself in time; 
it is usually accompanied by very little anemia 
and is not clinically otherwise very misleading. 
A recent patient of my own with acute suppura- 
tive cervical adenitis showed extreme leukopenia, 
with 95 per cent lymphocytes for two or three 
days in the absence of anemia. With a fall in 
temperature and drainage of the abscess, the 
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blood count returned to normal within a period 
of ten days. 


Agranulocytic infections are very severe and 
are nearly always accompanied by anginal and 
buccal symptoms.® They are usually not accom- 
panied by anemia, are frequently fatal, and offer 
real confusion with acute leukemia. 


Pertussis, which has produced tremendous 
lymphocytosis in the experience of all of us, 
usually presents no difficulties, but in the case 
under discussion today the cough at one time 
was so typically like that of whooping cough it 
caused solicitude among the mothers of other 
patients in the same room. The extreme anemia 
and general glandular enlargement of leukemia, 
however, would help in a case of this type to 
differentiate that point. 

In reviewing the literature dealing with blood 
diseases in childhood it seems very probable, as 
has been suggested by Washburn,® that many 
cases of aleukemic leukemia have been included 
under other classifications, such as “severe ane- 
mia” and “aplastic anemia” due to the lack of 
necropsy studies. Krumbhaar’ has presented 
a study of ten cases in “which the appearance 
of the blood alone would be indistinguishable 
from one of the various forms of leukemia” 
showing finally that they were other types of 
reaction. This shows that the blood alone on 
single examination seldom makes a conclusive 
diagnosis certain. 


SUMMARY 


(1) Clinical and pathological findings in a 
case of aleukemic leukemia have been pre- 
sented. 

(2) The patient showed a marked terminal 
reduction in the size of all palpable lymph 
glands and of the liver and spleen. 

(3) There was marked pigmentation of the 
skin in response to ultra-violet light exposures. 
(4) Cough was similar to that of pertussis. 

(5) It is re-emphasized that a study of the 
microscopic pathology of the bone marrow and 
other tissues of the body is necessary for an ac- 
curate classification in many such cases. 
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FACTORS INFLUENCING HEALTH FOL- 
LOWING SURGICAL TREATMENT 
OF DUODENAL ULCERS* 


By R. L. Sanvers, M.D., F.A.CS., 
Memphis, Tenn. 


In recent years much has been written in 
newspapers and magazines regarding health con- 
ditions. General information has been well dis- 
seminated. In fact, so many phases of med- 
ical science have been popularized by the press 
that intelligent patients cooperate with the phy- 
sicians in the management of their ills more 
readily than they formerly did. 


Surgery has had a long and bitter struggle 
since the early days. Centuries passed before 
medicine and surgery became co-equals. Within 
the lifetime of many of us the laity has been 
educated to the benefits of surgery in some of 
the more common diseases. Appendicitis occu- 
pies pre-eminently the most important place 
among such ailments. Probably the field has 
been over-worked, and yet the mortality from 
this one disease remains appallingly high. Daily, 
people are dying on account of delay, the use 
of purgatives, or the improper management of 
this usually very simple disease. 

Surgery of the alimentary tract has been slow 
in its development. There are many reasons for 
this delay, most of which are well known. Not 
the least of the causes for this tardiness is the 
lack of special training on the part of many men 
who have done splendid work in general surgery. 
In the early days many mistakes were made, 
poor results were obtained, and lives were sacri- 
ficed. The indications for surgical treatment 
were not well established until the internists had 
almost lost faith in the surgical management of 
stomach lesions. During the past few years 
operative procedures have become so well stand- 
ardized and the technic so perfected that the 
“lines of divergence have turned to lines of con- 
vergence,” and now the surgeons and internists 
are working harmoniously in the same team. 
In this field, in a large measure, the principles 





*Read in Section on Surgery, Southern Medical As- 
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of group medicine have been pre-eminently ex- 
emplified. In the future the death rate should 
be lower and the post-operative state of health 
much improved. 

Internists have shown us that peptic ulcers 
of short duration are satisfactorily treated med- 
ically. They have also demonstrated that med- 
ical treatment is less valuable as the ulcers be- 
come more chronic. Short-period medical cures 
are common, but there is a great tendency to 
recurrence. The longer an ulcer has existed the 
more apt it is to recur after treatment. Ac- 
cording to Crohn, the younger the patient the 
more satisfactory is medical treatment. He 
finds that less than 50 per cent of ulcers oc- 
curring in patients past 30 years of age are cured 
medically. In most clinics today, where sur- 
geons and internists are practising together, 
there is a growing tendency to treat.more and 
more ulcers both surgically and medically. In 
our clinic most patients are given a preliminary 
medical treatment and preparation, and all of 
them after operation are managed by the intern- 
ist. In the early days it was necessary to give 
the mortality rate first consideration. This has 
always been and always will be of primary 
importance. In most clinics where a large 
amount of gastric surgery is done, factors of 
safety have been so carefully considered and 
worked out that the death rate has been re- 
duced to a percentage as low as that of other 
major surgical operations. One can now safely 
assure a patient suffering from a duodenal ulcer 
that he has more than a 95 per cent chance to 
survive the operation, and leave the hospital 
with a healed wound, ready for the internist to 
direct his future course of treatment. 


What then? Is he cured? Is his last state of 
health better than his first? Will he live longer? 
Can he work better? Will his food digest and 
assimilate better? Is he free from pain and dis- 
comfort? Will his former condition recur? Will 
complications or sequelae develop that are worse 
than the original condition? Post-operative 
morbidity is a vital issue. 


HEMORRHAGE 


Death from massive hemorrhage or repeated 
smaller hemorrhage is rare. Bleeding does not 
seem to alter the course of the disease under 
medical treatment. When the hemorrhage is 
great, a better immediate result is obtained by 
medical management. Sooner or later recurrent 
hemorrhages demand surgical treatment. When 
possible, the ulcer should be excised or the ves- 
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sels ligated in order to lessen the circulation to 
the ulcer area. Bleeding may be due to an 
actual ulceration of the arterial wall or to super- 
ficial erosion. Mann believes that the cause of 
bleeding in many cases is the breaking off of 
buds of granulations in the base of healing ul- 
cers. To patients who seek protection against 
further hemorrhage, it should be pointed out 
that no type of operation will give such assur- 
ance absolutely. Bleeding occasionally occurs 
after any type of operation; whether excision of 
the ulcer and pyloroplasty, or the simpler short- 
circuiting gastro-enterostomy, has been done. 
Multiple ulcers often exist. If the anterior ulcer 
is excised a posterior one may continue to bleed. 
Two of our worst cases were of this type. Fol- 
lowing simple gastro-enterostomy both patients 
bled freely. Later it was necessary to open the 
duodenums of both of them and cauterize the 
ulcers that had perforated into the head of the 
pancreas. It is in this group of cases that we 
are more inclined to perform a partial gastrec- 
tomy to protect against future bleeding. If such 
a radical step is not considered safe and one 
finds the ulcer area reasonably accessible, it 
should be thoroughly cauterized, closed with su- 
tures, covered with fat, and supplemented by a 
gastro-enterostomy. 

One year ago a young man 22 years of age came 
to The Polyclinic on account of three massive hemor- 
rhages. He was quite anemic. It was necessary to give 
him three blood transfusions before he was in fit con- 
dition for operation. We opened the duodenum, de- 
stroyed the ulcer with a cautery, ligated some pyloric 
vessels near the diseased zone, sutured the opening, 
covered the suture line with neighboring fat, and did 
a posterior gastro-enterostomy. His convalescence was 
uneventful and he has been free from recurrent bleed- 
ing. We believe he is now reasonably safe from his 
former dangers. 

I have recently studied 440 of our private 
cases of duodenal ulcers with special reference 
to the incidence of hemorrhage. In the main the 
findings coincide with those of other authors who 
have reported fairly large series of cases (see 
Table I). In our clinic the clinicians are care- 


TABLE I 


Duodenal Ulcer Cases Studied to Determine the Inci- 
dence of Hemorrhage 


Total mumber Of CAGOG <n... cscccccnccceenesess 440 
No history of hemorrhage........... . 2 
Definite history of sacunaiatied 
Vomited only... ee ae: 
Passed by bowel “only... Riadistianectuaces rs 
Vomited and passed by bowel.................. 
Only one NeMOrrRaGe...........-..cccecec-ccssasc 
Cae 
Three hemorrhages..... 
Six hemorrhages.......... 
Seven hemorrhages. 
Indefinite number 
Unclassified 
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ful to interrogate each patient regarding the 
vomiting or the passage of blood by bowel, or 
both. Of the total number of 440 cases only 
111, or 25.23 per cent, gave a positive history 
of bleeding. Many other patients were uncer- 
tain, but some of them thought possibly dark 
stools were noticed at times. All questionable 
cases were discarded in this series. Thirty-six, 
or 8.2 per cent, of the patients reported an in- 
definite number of hemorrhages; that is, they 
had not kept an accurate account of the num- 
ber, but were sure of passing blood many times. 
Fifty-seven, or 13 per cent, had only one hemor- 
rhage. Of the others who had kept a more ac- 
curate record of their complaints, 14 reported 
2, two had 3, one had 6, and one had 7 hem- 
orrhages. It is interesting to note that 62, or 
13 per cent, passed blood by the bowel only, 
while 37, or 8.4 per cent, passed it both by 
mouth and bowel. Only seven cases gave a his- 
tory of vomiting blood without visible evidence 
of its having passed on through the intestinal 
tract. 

In this paper I am reporting only 112 cases 
of duodenal ulcers that were operated upon. No 
case is included in this study that has been 
operated upon less than eleven months. This 
series covers a period of seven years, from Jan- 
uary 1, 1920, to December 31, 1927, inclusive. 

Hemorrhage is one of the chief factors enter- 
ing into the indications for operation, and on 
this account we find that practically 50 per cent 
of the cases treated surgically had bled more or 
less. Table II, in the follow-up study, shows 
that of the 112 cases operated upon six died, 
a mortality of 5.3 per cent. (The cause of death 
is not discussed in this paper. It may be men- 
tioned that most of the deaths were due to pul- 
monary complications, and they occurred prior 
to 1925, when we began the use of gas anesthesia 
almost exclusively.) Fourteen did not respond 
to the questionnaire. Ninety-two were heard 
from and form the basis of this study. Many 
of them have been seen by us in person and 
a fluoroscopic observation of the stomach made 
in the x-ray department by Dr. Heacock. A 
fairly accurate check-up has been made on all 
of them. 


TABLE II 


Number Duodenal Ulcer Cases Treated Sur- 
gically, 112. From 1920 to 1927 

Of this number 6 cases, or 5.3 per cent, died. 

Of this number 14 cases did not respond to the ques- 
tionnaire and are not included in the follow-up 
study. 

Ninety-two cases were heard from and form the basis 

of the study. 


Total 
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In the follow-up study of the ninety-two cases 
we found five, or 5.4 per cent, had recurrent 
hemorrhages. Most of these were the cases 
either having multiple ulcers or ulcers perforat- 
ing into the head of the pancreas. Three of 
them required subsequent operations, two of 
which were subjected to partial gastrectomy, 
which has effectually controlled the bleeding. 
As time goes on and with additional experience, 
we hope to be able to select our cases more care- 
fully and risk the radical step of resection or 
cauterization of the ulcer zone as a primary 
operation, thereby lessening the incidence of re- 
current post-operative hemorrhage and improv- 
ing the future state of health. 


LOCAL EXCISION OF THE ULCER WITH SOME TYPE 
OF PYLOROPLASTY 


This procedure is necessarily limited to a 
small group of cases. When the ulcer is small, 
the surrounding tissues in good condition, and 
the duodenum mobile and accessible, such an 
operation is fairly satisfactory. The Finney and 
Horsley types of operations are very good. The 
Judd pyloroplasty is another step forward. In 
the Judd operation about 40 per cent of the 
pyloric muscle is excised with the ulcer and the 
closure made in such a manner as to effect bet- 
ter drainage and lessen pylorospasm. In our 
series we have done four Horsley and five Judd 
operations. There have been no recurrent hem- 
orrhages and so far all are free from symptoms. 
In our one Heineke-Mikulicz operation the ulcer 
symptoms and hemorrhage recurred and a sub- 
sequent operation with gastro-enterostomy was 
done with relief. Local excision of the ulcer 
with a pyloroplasty is much simpler than gastro- 
enterostomy, and the amount of trauma is re- 
duced to a minimum. The future state of health 
is not quite so good as it is with the patients 
who have had the short-circuiting or the resec- 
tion types of operations. In the questionnaire 
these patients reported post-operative relief, but 
usually a sufficient amount of discomfort existed 
to distinguish from the complete relief expe- 
rienced by the gastro-enterostomized patients. 


GASTRO-ENTEROSTOMY 


There is no essential difference in gastric and 
duodenal ulcers except the cancer potentiality. 
The pylorus is a sort of “dead line” across which 
cancer rarely passes. The duodenum seems to 
possess almost complete immunity against ma- 
lignant degeneration. But the treatment of ul- 
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cers on the gastric side has always been carried 
out in a different manner from that used when 
the ulcers were duodenal. As a rule, when sim- 
ple gastro-enterostomy alone is done we use it 
only in cases of duodenal ulcer. According to 
Balfour, gastro-enterostomy has the widest range 
of usefulness of all operations for benign diseases 
of the stomach and duodenum. 

“When indications are adequate and the technic of 
performance proper, gastro-enterostomy leaves but little 
to be desired, and complications are rare.” 

Its simplicity, safety and efficiency make it 
the most firmly established of all operations on 
the stomach. Moynihan says it has been much 
abused and that “its very success has been 
against it.” It is true that the results are not 
always perfect, but they are probably better 
than those of any other operation used. It is un- 
surgical in principle, but the most efficient make- 
shift yet developed. Occasionally it becomes 
necessary to disconnect such an anastomosis. 
Balfour says that the unnecessary gastro-enteros- 
tomy discredits the surgeon, but not surgery. 
The operation has occasionally been done on 
account of conditions simulating ulcers; on ac- 
count of hemorrhage not due to ulcer, and in 
a small group of cases, sequelae such as gastro- 
jejunal ulcers, have resulted, and the otherwise 
useful operation has been brought into disrepute 
in the minds of many internists and a few sur- 
geons. It should not be done except in the 
presence of a demonstrable lesion. 


Occasionally the anastomosis may be poorly 
made and the location of the stoma may be 
improper. To influence properly the function 
of the stomach under such abnormal conditions 
the operation must be properly executed. The 
opening should be large, 2.5 to 3 inches, and 
at or near the bottom of the stomach. The 
jejunal loop should not be too short nor too 
long. In the early days we were forced to dis- 
connect two gastro-enterostomies on account of 
post-operative obstruction produced by too short 
a loop. We now place the stoma 4 to 5 inches 
from the ligament of Trietz, and in the reverse 
peristaltic position. Cases thus treated have 
functioned better than the few in which we were 
forced to use the iso-peristaltic position, because 
of the location of the jejunal loop far to the 
left. The anastomosis should be drawn well 
through and the transverse mesocolon attached 
to the stomach at least one inch or more above 
the suture line. This step is very important, as 
it “funnels” the stomach in such a manner as 
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to effect better drainage. The post-operative 
course of our cases has been smoother and none 
of them has shown symptoms of obstruction 
since we adopted this technic. Less than 50 per 
cent of them require lavage now. 

Men of large experience differ widely in their 
views regarding the indications for gastro-enter- 
ostomy. One year ago Lewisohn published an 
article in the Journal of the American Medical 
Association in which he enumerated seven rea- 
sons why gastro-enterostomy does not favorably 
influence the life history of duodenal ulcer. A 
short time before Lewisohn’s paper appeared, 
Balfour presented a most excellent article on 
“The Case Against Gastro-Enterostomy.” He 
stated that no other operation or treatment com- 
pares with it in usefulness. He quotes Sherron, 
who claims 92.6 per cent of satisfactory results 
in 500 cases of duodenal ulcer treated by gastro- 
enterostomy alone. Balfour’s study included 
1000 cases that had been gastro-enterostomized 
ten years or more. The end result showed 88 
per cent of relief from the symptoms for which 
the operation was performed. His mortality was 
2 per cent, and the ensuing state of health grat- 
ifying. 

In our series of 92 cases traced, 79, or 85 
per cent, were treated by gastro-enterostomy. 
In the early day many of our patients vomited 
and showed evidence of incomplete drainage and 
poor gastric function immediately after opera- 
tion. Lavage was used frequently and the im- 
mediate post-operative course was much more 
stormy than it has been in recent years. Better 
operative technic and the proper length of the 
jejunal loop have influenced the convalescence 
favorably. In the questionnaire all patients were 
asked if they had been relieved of the symptoms 
for which the operation was performed. Seventy- 
five, or 94.9 per cent, reported complete relief. 
We were surprised at this most favorable result. 
Four, or 5.04 per cent, reported no relief or the 
recurrence of symptoms (see Table II). 

A pyloroplasty, with excision of the ulcer, 
was used in ten cases. Nine, or 90 per cent, 
had complete relief. One case had no relief: 


TABLE III 


A Follow-Up Study of 92 Cases of Duodenal Ulcers 
Treated Surgically 
Gastro-Enterostomies 
Of the 92 cases treated, 79, or 85 per cent, had gastro- 
enterostomy. 
Of the 79 cages so treated 75, or 94.9 per cent, re- 
ported complete relief. 
Of the 92 cases treated 4, or 5.04 per cent, 
no relief or recurrent symptoms. 


reported 
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the ulcer recurred with hemorrhage and a sec- 
ondary operation was done. This group did 
not report the same relief that the gastro-enter- 
ostomy group did. There seemed to be more 
of a tendency to gas, flatulency and an easily 
disturbed digestion in all of them. It is true 
this series is too small to draw conclusions of 
value, but it is sufficient to indicate to the mem- 
bers of our clinic that the morbidity is more 
favorably influenced when the technic of gastro- 
enterostomy is used in suitable cases. 


The no-relief and partial relief groups present 
real problems. In many cases, overlooked intra- 
abdominal disease is responsible for poor end 
results. It has been our practice to remove the 
appendix when it is present (in many instances 
it had been previously removed without relief), 
and in many cases a diseased gall bladder was 
also removed. Carious teeth and infected ton- 
sils receive attention at the proper time in order 
to rid the patients of all active foci of infection. 


GASTRO-JEJUNAL ULCERS 


Marginal ulcers are very formidable compli- 
cations and definitely influence the morbidity 
subsequent to the surgical treatment of both 
gastric and duodenal ulcers. This phase of the 
subject should be emphasized. Balfour states 
that recurrence of ulceration may follow any 
operation for peptic ulcer, including partial gas- 
trectomy, though it is rare following the latter 
operation. The tendency for such ulceration is 
to localize at or near the anastomosis. Roent- 
genologists experience more difficulty in making 
a positive diagnosis of recurrent gastro-jejunal 
ulcer than they do in the original ulcer. The 
clinical history is fairly definite but the course 
is more constant than it is with the original ul- 
cer. The ulceration process is constant, progres- 


TABLE IV 


A Follow-Up Study of 92 Cases of Duodenal Ulcer 
Treated Surgically 

Of the 92 cases treated 75, or 81 per cent, reported 
complete relief. 

Of the 92 cases treated 16, or 17 per cent, reported 
partial relief. 

Of the 92 cases treated 1, or 1.08 per cent, reported 
no relief. 


TABLE V 
A Follow-Up Study of 92 Cases of Duodenal Ulcer 


Treated Surgically 
Pyloroplasties 


Of the 92 cases treated 10, or 10.8 per cent, had py- 
loroplasties. 
Of this group 9, or 90 per cent, had complete relief. 


Of this group 1, or 10 per cent, had no relief, recur- 
rence of ulcer. 

This group did not report the same type of com- 
plete relief as the gastro-enterostomy group. There is 
a tendency to gas, flatulency, and easily disturbed 
digestion. 
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TABLE VI 
Study of 92 Cases of 
Treated Surgically 
Unrelieved 
Of the 92 cases treated 5, or 5.4 per cent, had recur- 
rent hemorrhage. 
Of the 92 cases treated 3, or 3.2 per cent, developed 
gastro-jejunal ulcer. 
Of the 92 cases treated 1, or 1.08 per cent, had recur- 
rent ulcer (at local site of pyloroplasty). 


A Follow-Up Duodenal Ulcer 


TABLE VII 
A Follow-Up Study of 92 Cases of Duodenal Ulcer 
Treated Surgically 
Resection of Stomach 
Of the 92 cases treated 3, or 3.26 per cent, developed 
gastro-jejunal ulcer. 
Polya or Polya-Balfour resection done in 3 cases— 
100 per cent relief. 
TABLE VIII 
Gastro-jejunal Ulcer 
Total number of cises socssatebe : | 
Total number of operations saiasiesbesaapacaasos Gnas iain. 
Hospital deaths biagaliateiies niemaiiniatene:< ae 
Type of Operation 
Disconnection of gastro-enterostomy, resection of 
stomach (Polya-Balfour) _ Sa a 
Disconnection of gastro-enterostomy, resection of 


stomach (Polya) 2 eee 
Disconnection of gastro-enterostomy, 

ulcer sinus} paahenilc asamoncesats oaRtmeaaeNaeiaeiawee K 
Disconnection of gastro-enterostomy..................-......02- 1 

(The last case had reictivation of the ulcer and died 
of hemorrhage before he returned for resection). 





TABLE IX 


Gastro-jefunocolic Fistula 


Deaths 
Gastro-jejunocolic fistula paaminansaadbeiadisece 1 0 
Operation: disconnection of gastro-enter- 
ostomy, excision of ulcer and closure of 
stomach, jejunum and colon...................... ae 0 


Secondary operation: resection of stomach 
by the Polya method. Recovery. 

sive and rapid in its course. The disability is 
greater and medical relief not so satisfactory. 
The treatment is surgical in all cases and should 
be done early to avoid perforation, abscess or 
gastro-jejunocolic fistula. Balfour has noted 
that the percentage of gastro-jejunal ulcers is 
much higher in men than in women, the ratio 
being ten to one. He also calls attention to the 
curious fact that new ulcers form far more fre- 
quently subsequent to gastro-enterostomy done 
on account of duodenal ulcer than they do if the 
anastomosis is made on account of gastric ulcer. 
Recurrent ulcers usually manifest themselves 
during the first eighteen post-operative months, 
though they may occur much later. In one of 
our cases six years elapsed before the new ulcer 
gave rise to symptoms. Perforation is almost in- 
evitable in all cases if the ulcers are allowed to 
continue untreated, and that is the essential 
point in favor of advising early surgical treat- 
ment in all cases. Perforation may occur onto 
the mesocolon, the abdominal wall, or into the 
transverse colon. We have had all three varie- 
ties, but a colic fistula is the most formidable 
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of all the sequelae. In a former paper I stated 
that a simple disconnection of the anastomosis 
and excision of the ulcer were all that was nec- 
essary; that our cases so treated had been 
promptly relieved without reactivation of the old 
ulcer. Since that time two cases have had re- 
current symptoms necessitating partial gastrec- 
tomy, and one case developed a gastro-jejuno- 
colic fistula (see Table IX). When the opera- 
tion has been delayed and a colic fistula is pres- 
ent, the resection should be done at a later date 
on account of the danger of infection. This 
was done in our case and the patient is now quite 
well, more than two years since the operation. 
Two other cases have perforated into the colon, 
but not through the mucous membrane. 

Only three, or 3.8 per cent, of our own cases 
have developed gastro-jejunal ulcer, two of 
which were treated by partial gastrectomy with 
recovery. In the third case the anastomosis was 
disconnected and the patient made a stormy but 
safe recovery. He was to return for a resection 
soon, but the original ulcer, which had _ per- 
forated into the head of the pancreas, became 
reactivated and he died of hemorrhage before 
the operation could be done. 

Eleven cases of gastro-jejunal ulcers have 
come to our clinic, six of which have been oper- 
ated upon with no mortality (see Table VIII). 

We believe the incidence of gastro-jejunal 
ulcer is well over 2 per cent, but not 34 per 
cent, as reported by Lewisohn. When recur- 
rent ulcers develop secondary operations should 
be done without delay, and partial gastrectomy 
is the method of choice. Following such resec- 
tions the post-operative course is usually smooth 
and uneventful. Lavage is rarely necessary, 
though we practise it often to prevent retention. 
Fluids by mouth are withheld three days, but 
given freely subcutaneously. 


SUMMARY 


(1) The development of gastric surgery has 
made rapid progress during the last few years. 
The surgical treatment of ulcers of the duo- 
denum is no longer hindered by a high mortality. 
Internists and surgeons are working together 
with most gratifying end results. 

(2) Hemorrhage occurs in about 25 per cent 
of all cases of duodenal ulcers. Repeated bleed- 
ing constitutes a fairly definite surgical indica- 
tion. When possible, the bleeding ulcers should 
be destroyed and neighboring vessels ligated to 
control the hemorrhage. Partial gastrectomy 
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has a definite place, but should not be generally 
practised in the treatment of duodenal ulcers. 


(3) Gastro-enterostomy is by far the opera- 
tion of choice in most cases. The jejunal loop 
should be of sufficient length to obviate obstruc- 
tion and provide adequate drainage. 

(4) Gastro-jejunal ulcer is a formidable se- 
quela and should be treated surgically. Early 
resection is the operation of choice. 


DISCUSSION (Abstract) 


Dr. J. Shelton Horsley, Richmond, Va.—In the main 
I am in agreement with Dr. Sanders. I think, as he 
indicated, that for a large and infiltrating duodenal 
ulcer a properly performed gastro-enterostomy is the 
best therapeutic procedure. But that is not the whole 
story. There are some small, isolated duodenal ulcers 
that offer a definite field for pylorosplasty. In those 
cases that do not yield to medical treatment, and in 
which there are no adhesions, there is a definite con- 
dition, not a theory, that you are confronted with, and 
to do a gastro-enterostomy -with so limited disease does 
not seem wise. I think in that type that pylorosplasty 
is indicated. If there is extensive involvement the 
pyloroplasty will aggravate the condition rather than 
help it. 

In the earlier cases of pylorosplasty I had more fre- 
quent recurrences than in the later cases, and I think 
that was due to the fact that I sutured the pyloric 
mucosa. Dragstedt has called attention to the fact 
that the best way to produce an experimental ulcer 
in the stomach is to sew the pyloric mucosa, and I 
was unconsciously doing that very thing. It makes 
the operation more simple to leave out the pyloric 
mucosa, catch the peritoneum, the muscle and the 
bleeding vessels, and bring over the pyloric mucosa 
as a curtain. In gastro-enterostomy I have adopted 
the plan of putting around the end of the stomach a 
large kangaroo tendon, tying it just tightly enough to 
produce occlusion, and then doing the posterior gastro- 
enterostomy. The occlusion lasts for some time, gives 
physiological rest, lessens the tendency to hemorrhage, 
but I think it seems to increase the disagreeable symp- 
toms for a few days thereafter. 


Dr. Wallace Frank, Louisville, Ky—There are three 
important points in the technic of gastro-enterostomy 
which, if observed carefully, will obviate the sequelae 
we sometimes see. First, sufficient stomach should be 
brought through the mesentery of the colon. Second, 
the opening should be of sufficient size. Third, the 
length of the loop is of importance. If you pick the 
stomach up with the Allis forceps at the place where 
you are going to make the stoma in the space of Trietz, 
put on the forceps and pull the stomach down, you 
will be sure of having the proper length’to the loop 
of jejunum. By doing this we have obviated post- 
operative vomiting and other disagreeable symptoms. 
We have not had a single case of vomiting since we 
have adopted this plan of measuring the loop. 


Dr. Sanders (closing)—I think Dr. Horsley is right 
when he says pyloroplasty still has a place, but I am 
convinced that it is a very limited place. Our follow- 
up study has shown us clearly that the pyloroplasty 
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cases have not derived the same benefits as the gastro- 
enterostomy cases. The long-standing cases that have 
much scarring about the ulcer should be given the 
benefits of gastro-enterostomy. 





SOME FACTORS IN THE CARE OF 
GLAUCOMA* 


By MEYER WIENER, M.D., 
St. Louis, Mo. 


I realize that I am approaching a subject the 
discussion of which is almost endless and very 
far from final settlement. I shall offer a few 
suggestions for combating this critical disease, 
in the hope that some may profit by my expe- 
rience in certain phases of our problem. 


Treatment of glaucoma is usually discussed 
under two heads: operative and non-operative. 
My inclination is to deal with the non-operative 
methods as merely preliminary and preparatory 
to operative procedure. Personal observation 
has forced the conclusion that non-operative in- 
terference leads to ultimate blindness, with very 
few exceptions. On the contrary, the vast ma- 
jority of cases upon which we have operated 
have held approximately the vision maintained 
before operation. Therefore consider the treat- 
ment of glaucoma as surgical, and all other 
therapy as merely preparatory to, or in concur- 
rence with, the operation and _ post-operative 
care. 

LaGrange?’ feels that in all cases when the diag- 
nosis is well confirmed, when glaucoma is ad- 
vancing and continues to do so, notwithstanding 
medical treatment, operation is indicated. 

“Tt is a great illusion to offer hope for a cure of 
glaucoma by local or general treatment. The prodromal 
stage can often be arrested by the combination of a 
very sedulous medical man and a very obedient patient, 
but when prodromata are not arrested and true glau- 
coma is established, the ‘surgical hour’ has arrived.” 

It must be generally admitted that an oper- 
ation is easier to perform and the prognosis more 
hopeful if the tension can be brought to ap- 
proach the normal by therapeutic measures with- 
out jeopardizing the function of the retina and 
nerve. This means that in acute congestive glau- 
coma, with an extremely high tension, we must 
intervene surgically after twenty-four to forty- 
eight hours, providing we do not obtain prompt 





*Read in Section on Eye, Ear, Nose and Throat, 
Southern Medical Association, Twenty-Second Annual 
Meeting, Asheville, North Carolina, November 12-15, 
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improvement with drugs or other non-surgical 
means. In the non-congestive type we need not 
act precipitately, but may deliberate and hold 
off with operation as long as we can keep our 
patient under careful observation, to see that 
there is no further impairment of the central 
vision, field or tension. Ordinarily a weak solu- 
tion of pilocarpin instilled at frequent intervals 
will give far better results than a stronger so- 
lution of pilocarpin or eserin used at greater 
intervals. In simple glaucoma our practice has 
been to start with a weak solution of pilocarpin 
used frequently, and gradually lengthen the in- 
tervals if the case improves, or increase the 
strength where the process is not controlled. In 
cases of secondary glaucoma resulting from iritis, 
we have had several excellent results with the 
use of glaucosan. 


Case 1.—Mrs. E. R., age 56, was first seen June 30, 
1921, complaining of headaches. Her vision was normal 
with correction, fundus normal, and the fields of vision 
were normal. Glasses were ordered for near vision. 
She had not worn them previously. She was next seen 
September 28, 1927, complaining of sudden severe pain 
in the left eye which had started the day before. She 
was unable to sleep. The pupil was fairly large, the 
anterior chamber shallow, cornea hazy, aqueous cloudy, 
and there was marked pericorneal injection. Tension 
was three-plus. I instilled a drop of 1 per cent eserin, 
prescribed 1 per cent pilocarpin every two hours, hot 
applications and aspirin. The next day the tension 
was lower, with less pain. The pupil was irregular. 
Glaucosan was instilled. September 30 she was much 
better and tension was normal. October 3, 1927, ten- 
sion was normal and the pupil irregular. I instilled 
glaucosan and ordered radiant heat with a carbon fila- 
ment lamp. Glaucosan was instilled every second or 
third day with gradual improvement. October 17, 
1927, she was much better. There was no redness. 
ODV=15/20. OSV=15/40. The left vitreous was 
cloudy, the disc slightly pale. October 26, 1927, there 
was clearing. There was no pain and the media were 
still cloudy. She was using pilocarpin at night only. 
November 7, 1927, there was no pain or redness. Ten- 
sion was normal, and the pupil larger. OSV=15/25. 
She was under observation from month to month with 
no further medication and no change in the eye until 
last seen, July 3, 1928. 


Case 2—Mrs. J. L., age 48, was first seen August 20, 
1928. While she was riding two weeks before, the left 
eye became red and painful. It was treated at Wash- 
ington University Dispensary. ODV=15/15. OSV= 
15/75. Tension right was 18 mm., left 30 mm. The 
iris was almost completely adherent to the lens capsule, 
especially below. Glaucosan was instilled and repeated 
after five minutes. The pupil became wider and ten- 
sion lower. I prescribed dionin 1 per cent three times 
daily, and sodium salicylate, et cetera. Also I ordered 
a general physical examination, which was reported as 
negative. 

Next day the patient had some nausea. The eye 
appeared much better, although the tension was up. 
Glaucosan was again instilled and some infected teeth 
ordered to be extracted. Next day she was much bet- 
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ter. The pupil was larger but still held below. Tension 


was normal. Glaucosan was instilled. On August 24 
tension was normal. Glaucosan was instilled. On Au- 
gust 25 the pupil was small but tension was normal. 
Glaucosan was instilled, followed by atropin. On Au- 
gust 27 the pupil was small and tension normal. Atro- 
pin was instilled and atropin and epinephrin injected. 
Tension was normal, with good dilatation. On August 
31 tension was still normal and the pupil dilated except 
at one point below. September 4 she was very much 
better. Tension was normal. Dionin 2 per cent and 
atropin 1 per cent were prescribed three times daily. 
September 10, ODV—15/15. OSV=15/30. Tension was 
normal. October 25, ODV=15/15. OSV=15/15. Ten- 
sion was normal. 


The glaucosan has proven much more satis- 
factory than atropin, as it not only breaks up 
the adhesion more efficiently, but keeps the ten- 
sion down as well. 


The method of using radiant heat advocated 
by Parke Lewis? has also been a great help in 
this type of case, as well as in all cases of glau- 
coma where there is congestion. In the iritis 
cases we have found that injections of immuno- 
gen help to dissipate the inflammation rapidly, 
regardless of the cause. 


We have been unable to confirm Hamburger’s® 
results on the use of glaucosan in non-congestive 
glaucoma. In only one case has the disease been 
apparently controlled by the use of glaucosan. 


Case 3—Mrs. A. H., age 73, had been under our 
observation since 1915 as a refractive case. Her vision 
had always been normal and no special notation had 
been made, except that she had unusually small pupils 
and a large physiologically undermined cup, with a 
suspicion of pallor of the temporal half of the discs. 
This was noted on May 8, 1925. Tension in right eye 
was 17 mm., and left 22 mm., with Schiotz tonometer. 


The fields were normal. She was very nervous. Pilo- 
carpin % per cent was prescribed. ODV=15/30. 
OSV=15/25. Her tension remained at 22 mm. or less 


until December 20, 1927, when the right registered 30 
mm. and the left 33 mm. Eserin sulphate % per cent 
was ordered. Two days later tension in the right eye 
was 16 mm., left 17 mm. January 8, 1928, tension in 
the right eye was 27 mm., left 33 mm. One drop of 
glaucosan was instilled and all other medication stopped. 
January 10, 1928, tension right was 20 mm., left 23 mm. 
January 21 tension right and left eyes was 22 mm. 
Glaucosan was again instilled. January 29 the tension 
in the right eye was 20 mm., left eye 27 mm. One 
drop of glaucosan was instilled on each of the following 
dates with tension recorded: 

February 15, 1928, right eye 17, left eye 20. 

February 21, right eye 17, left eye 17. 

March 1, right eye 20, left eye 17. 

March 7, right eye 20, left eye 17. 

March 15, right eye 17, left eye 20. 

March 29, right eye 22, left eye 22. 

April 21, right eye 22, left eye 27. 
May 5, right eye 17, left eye 20. 
June 2, right eye 17, left eye 17. 
June 19, right eye 17, left eye 17. 
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No glaucosan has been given since and the tension 
has been recorded as follows: 

July 17, right eye 17, left eye 17. 
OSV=15/75. 

July 24, right eye 20, left eye 20. 

July 31, right eye 14, left eye 14. 

August 14, right eye 16, left eye 16. -ODV=15/200. 
OSV=15/75. 

September 17, right eye 16, left eye 16. 

October 2, right eye 18, left eye 16. 

The right field of vision showed a large paracentral 
scotoma on November 25, 1927, which has not changed. 
The left field has shown neither contraction nor scotoma 
at any time. This case, in so far as tension and fields 
are concerned, seems to have been brought to a standstill 
by the use of glaucosan, no drug having been admin- 
istered since June 19, 1928. Her fields had been taken 
regularly in 1925 and 1926, with no contraction or 
scotoma showing in either eye. 


ODV=15/100. 


In our limited experience with the use of 
Recht’s glaucosan and amin glaucosan (2 per 
cent solution of left rotary suprerenin in 2 per 
cent solution of methylaminoacetopyrocatechine) 
the administration has been so painful and the 
therapeutic result in one case so nearly disas- 
trous that we have discontinued its use alto- 
gether in our practice. 

Needless to remark, all cases of congestive 
glaucoma should have a careful and thorough 
general physical examination, with especial ref- 
erence to focal iniection. Geiger and Roth* have 
recently reported a case of high intra-ocular ten- 
sion relieved by removal of focal and systemic 
infection. 

We have had no personal experience with 
histamine or gynergen in the treatment of glau- 
coma. Thiel® recommends its use, giving 0.5 
c.c. hypodermically, with complete rest after- 
wards. He generally gives three doses once 
daily. He sometimes gives one or two tablets 
by mouth. Its effect is produced by paralysis 
of the sympathetic. Heim® used it in tablet 
form, stopped the use of miotics and succeeded 
in reducing the tension from 32 and 30 to 18 
and 16. He administered two tablets every two 
days and gradually increased the interval to 
five days, which sufficed. He reported four cases 
and considers it a big help. Krebs’ reached sim- 
ilar conclusions. 

Schmidt® made some experimental studies with 
sub-conjunctival injections of pressure-reducing 
substances. He used extract of hypophysis and 
calcium chlorate in a glaucomatous eye. He 


secured an immediate lowering of the tension, 
which was not permanent. After barium chlorid 
the tension first rises and then lowers consider- 
ably and for a long time. He attributes the ac- 
tion to vascular effect. 
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Neither have I tried the retro-bulbar alcohol 
injections of Salvati? and Alexiades,’® which he 
recommends, combined with posterior sclerec- 
tomy in painful absolute glaucoma. Fromaget! 
injected 3 c.c. of 2 per cent procain in 10 per 
cent 1-1000 epinephrin in a case of congestive 
glaucoma. Complete anesthesia was obtained 
and the symptoms of glaucoma disappeared. 
Cloudiness of the cornea vanished a few months 
after the injection, and the tension decreased. 

If operation is to be performed, the earlier it 
is done the better. Where operation is deferred 
the visual field, tension, visual acuity and fundus 
must be carefully watched. All sources of pos- 
sible focal infection must be investigated and 
cleared. It has been our routine for some time 
to examine the blood clotting time and to use 
some coagulant if the time is found at all slow, 
and sometimes even if it is normal. 

About two years ago we operated upon a case of 
progressive non-congestive glaucoma which started with 
retinal hemorrhages in each eye before there was any 
suspicion of glaucoma. The right eye had been destroyed 
by a severe intra-ocular hemorrhage a year before in- 
crease of tension had been observed in the left eye. 
There has never been increase of tension in the right 
eye. These hemorrhages were attributed to recurrent 
polypi in the nose. When the decision was made to 
operate upon the left eye, even though the blood clot- 
ting time was normal, a dose of fibrogen was given 
the day of operation. Healing was uneventful and 
normal vision and tension prevails at present. 

I pay little attention to blood pressure. No 
local preparation of the eye is made prior to the 
time of operation. One-sixth grain of morphin 
and 1/200 grain of hyoscin is given hypoder- 
mically three hours before operation. This usu- 
ally allays apprehension and helps the local 
anesthesia. The methods of choice of operation 
employed by me have been reduced to two: the 
Elliott sclero-corneal trephine and the Lagrange 
sclerectomy. I prefer the Elliott operation in 
non-congestive glaucoma where there is little or 
no opacity of the lens, as it is much the simpler 
of the two and more easily done. Where the 
tension is extremely high and cannot be brought 
down by non-operative means, I do a paracente- 
sis, letting out the ‘aqueous very slowly. The 
patient then waits in the operating room for 
about fifteen minutes or longer, while I proceed 
with the next case. The Elliott or Lagrange 
is then completed. I believe that choroidal 
hemorrhage can be averted in this way, the para- 
centesis being much more effective than pos- 
terior sclerotomy. 


The anesthesia used is 4 per cent cocain so- 
lution instilled every three minutes, four times, 
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followed by sub-conjunctival injection of four 
or five drops of a solution of 1 per cent procain 
containing a drop or two of epinephrin. Oper- 
ation is performed five minutes after the procain 
injection, which makes the operation practically 
painless and bloodless. Lately we have been us- 
ing the O’Brien!* method of blocking the facial 
branch supplying the orbicularis, and find it 
most comforting, especially with the Lagrange 
operation. Lagrange’ states that after twenty 
years of extensive fistulization he has never seen 
infection. This has been my own experience 
with both the Lagrange and Elliott operations. 
I think one of the reasons is that I adhere to 
the obtuse angle in dissecting the conjunctival 
flap, whose apex is high in the upper sulcus and 
which includes all the sub-conjunctival tissue 
down to the sclera. Also, in splitting the cornea 
I use a sharp scalpel, obtaining a clean dissec- 
tion, instead of tearing with the needle. One 
reason for failures is not splitting far enough 
in the corneal tissue. Iridectomy is always per- 
formed. It matters little whether it be periph- 
eral or complete, just so that it be made always 
and deep. The conjunctival flap is always 
started well up in the upper fold so that there 
will be a large area for drainage, and the suture 
will not produce irritation. Atropin is instilled 
before applying the dressing. No after-care 
should be necessary in the usual run of cases, 
except cleansing the lids with the daily change 
of dressing. After four days the eyes are left 
free,and warm salt water applications made three 
or four times daily. Should there be some iritic 
irritation a drop of glaucosan may be instilled. 
At times I have had to use a miotic for a while 
where there would be a temporary rise in ten- 
sion, but this is rare, except in those cases which 
had had previous operations. These cases are 
more unsatisfactory and the prognosis is poor. 
In one case of cataract, accompanied by glau- 
coma, I performed a posterior scleral trephine 
with horse hair drain, obtaining a splendid re- 
sult. I have not been equally successful in 
several similar cases where I tried the same 
method. 


I have not tried the procedure advocated re- 
cently by Swett!® for making an incision in 
case of shallow anterior chamber. It sounds well 
theoretically. Cataract is frequently accompa- 
nied by glaucoma and often follows operation 
for glaucoma. I believe that extraction in the 
capsule should always be performed in operat- 
ing upon a case where a filtrating operation had 
previously been performed. The incision should 
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be corneal so as not to.interfere with the filtrat- 
ing drain. The zonule is almost always easily 
broken in these cases and the lens can readily 
be extracted in its capsule without loss of vit- 
reous, even when it is found necessary to use 
the Smith spatula. The leaving of lens residue 
in these cases is likely to block up the drainage 
and cause much damage. 
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DISCUSSION (Abstract) 


Dr. Adolph O. Pfingst, Louisville, Ky.—Until we 
know more of the pathology and geneology of glaucoma 
there will always be much difference of opinion re- 
garding the treatment of this disease. You are all 
familiar with the microscopic changes found in glau- 
coma, the narrowing of the angle between the cornea 
and iris, due to adhesions which frequently close Fon- 
tana’s spaces and bring about a shallow anterior cham- 
ber. I have in former days examined microscopically 
many eyes in which there had been no increase in intra- 
ocular tension and failed to find conditions at the filtra- 
tion angle as we find them in glaucomatous eyes. This 
would lead to the inference that these changes are the 
effect rather than the cause of glaucoma. 


I have never been able to reconcile myself to the 
belief that simple glaucoma and the acute congestive 
glaucoma are one and the same disease. The one runs 
a very slow course for years with no visible inflamma- 
tory reaction, while the other is marked by a very 
acute reaction. In the exquisite tenderness, which after 
a while passes over, leaving the eye apparently free 
of inflammatory reaction, the acute congestive cases 
remind one of acute periostitis or arthritis. 

While my views regarding the treatment of acute 
congestive glaucoma coincide with those of Dr. Wiener, 
I cannot subscribe to the idea that all cases of simple 
glaucoma are surgical cases. I have quite a number of 
cases of the kind that I have kept under therapeutic 
treatment and observation for years. One of these 


after thirty years of treatment just recently began to 
show loss of vision and had to be treated surgically. 
I follow the method championed for years by Dr. 
Posey of Philadelphia of keeping the patient as nearly 
physically fit as possible, and having him instill pilo- 
carpin twice a day, all the while having him report at 
intervals of from three to six months for observation. 
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In other words, I consider cases of simple glaucoma as 
medical ones as long as central and peripheric vision is 
not interfered with. Whenever miotics cease to be of 
service does the case, with me, become a surgical one. 
In my hands the corneo-scleral trephining has not been 
as satisfactory as I had hoped. Soon after Colonel 
Elliott’s visit to this Country, when I had the pleasure 
of assisting him in five cases of corneal trephining, I 
began doing the operation. While most of the cases 
have been retarded in their progress, I do not recall 
a case in which the operation stopped the condition 
entirely and permanently. I have seen several cases in 
which hypotension supervened with loss of vision. There 
has been no secondary infection in any of my cases. 
In the acute cases the patient is immediately put to 
bed, he is purged, and instillations of eserin are started 
in order to prepare him for operation on the following 
day. The operation of choice in the acute cases is an 
iridectomy. The incision is made as far back in the 
sclera as possible. In cutting the iris I do so by be- 
ginning at one extremity of the corneal incision and fol- 
lowing along to the other, all the while making trac- 
tion on the iris, instead of cutting directly across the 
entire withdrawn piece at once, as is done in the iridec- 
tomy of a cataract operation. In this way we obtain 
as large a coloboma as is possible. In order to over- 
come the probability of hemorrhage I have, after the 
section, introduced a few drops of cocain and adrenalin 
into the anterior chamber and waited a few minutes 
before cutting the iris. The suggestion of Dr. Wiener 
in doing the Lagrange operation to anticipate his work 
upon the iris by a corneal paracentesis in order to 
allow the circulation to become stabilized, appeals to me. 


Dr. W. R. Buffington, New Orleans, La.—I live in a 
country where we have a great deal of glaucoma, be- 
cause we have a large negro population. Simple glau- 
coma is especially prevalent in that race. Therefore, 
in my Clinic at the Charity Hospital we see this disease 
frequently and usually in the advanced stage. Simple 
glaucoma is like a “thief in the night.” It is often 
far advanced before even the most intelligent patient 
is aware of its presence. We should look for it more 
earnestly than we do because the successful treatment 
depends upon early diagnosis. A successful operation 
in early simple glaucoma will stay its progress; in ad- 
vanced cases vision will ultimately fail, regardless of 
treatment. 

I have of late years limited myself entirely to the 
Elliott trephine operation, always using a 2-millimeter 
trephine. In doing this operation one should not dis- 
turb the sub-conjunctival tissue except along a narrow 
triangular tract leading to the sector in the cornea to 
be split. This precaution gives a better and flatter 
filtering cicatrix than if the conjunctival flap is dissected 
up completely. The advantage of the trephine operation 
is that a second, and even a third operation can be 
done on the same eye. 


When to operate and how? That is a case of surgi- 
cal judgment. Many of these people come with glau- 
coma at the age of 38 or 40. Such cases must always 
be operated upon as soon as possible. If the patient 
is past 60 it is different. We know that miotics can 
hold the tension down for years. Certainly, if the 
patient is in the seventh decade of life there is no reason 
to be in a hurry if miotics control the tension. I agree 
with Dr. Wiener that the frequent instillation of 
weaker solutions is always better than stronger ones 
instilled less often. One per cent solution of pilocarpin 
used four times during the twenty-four hours will often 
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keep the tension more constantly reduced than a 2 to 3 
per cent solution used once or twice daily. How does 
one know whether the tension is being controlled? 
Keep the patient under observation constantly; run a 
series of daily tensions for a week at a time, say three 
to four times a year. This will enable one to determine 
the strength of the miotic used and the frequency of 
instillation. Careful plotting of the fields of vision 
should be made at least once a month. 

Acute glaucoma must always be handled surgically. 
Several standard operations give equally good results. 
Probably a sclero-iridectomy well done is one of the 
best. Recently I saw a young woman 38 years old 
develop acute congestive glaucoma following fright. She 
had been perfectly well before. Both eyes had to be 
operated upon to save her sight. 


We are finding more cases of secondary glaucoma 
since the advent of the slit-lamp. Secondary hyperten- 
sion following recent posterior synechiae is best re- 
lieved by the sub-conjunctival injection of 3 to 5 
minims of 1 to 1000 adrenalin solution. This breaks 
up the adhesions as well; subsequently massage, atropin, 
and hot applications. In glaucoma secondary to dis- 
eases of the uveal tract due to the blocking of the 
channels of exit by inflammatory exudates, atropin, 
massage, and hot applications again offer the best line 
of treatment. 


Dr. E. B. Cayce, Nashville, Tenn—I should like to 
ask the essayist what he does with congenital glaucoma 
or buphthalmos? 


Dr. Clifton M. Miller, Richmond.—I live in a country 
where there are many negroes. I conducted an Eye 
Clinic for ten or twelve years, and during that time 
I rarely saw a case of glaucoma in a negro. I do not 
at this time recall a single case. They are particularly 
susceptible to infections of the optic nerve as a post- 
syphilitic condition. In the negro no nerve is so fre- 
quently involved after syphilis as the optic. But in the 
true negro I do not recall that I have ever seen glau- 
coma. 


Dr. M. M. Cullom, Nashville, Tenn.—I have seen Dr. 
Elliott do five or six operations. The result was very 
much as Dr. Pfingst has said; some of his cases 
went bad. Like Dr. Buffington, I have practically lim- 
ited my operative work in glaucoma to the Elliott 
trephine, which has been very satisfactory. 

I have had one case of late infection. 

I have had several cases of glaucoma in negroes. 


Dr. Wiener (closing)—I agree with Colonel Elliott, 
who classifies all cases of primary glaucoma as of the 
same origin. He does not speak of acute glaucoma and 
chronic inflammatory glaucoma, but the simple non- 
congestive type, and the acute and chronic congestive 
type, which he considers seemingly as a congestive type 
of simple glaucoma, and in almost every case of chronic 
congestive or acute congestive glaucoma you can get a 
history of a prodromal glaucomatous stage. 


We nearly always get hypotension after a successful 
trephine or the Lagrange operation, and I rather like it. 
I think that hypotension is practically always due to 
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detachment of the choroid. I have seen people look at 
the fundus after a glaucoma operation, especially some 
of my junior associates, and see a detachment of the 
choroid, and they think it is something terrible. If 
we look often enough and early enough after a success- 
ful glaucoma operation we will almost always find more 
or less detachment of the choroid, which usually dis- 
appears in from four or five days to a week or ten 
days. I have seen it last a month, but I have never 
seen it permanent; it always disappears. The reason 
for permanent hypotension is that we go too deep with 
our iridectomy, and perhaps take a part of the ciliary 
body with the iridectomy. Lagrange especially warns 
against getting the ciliary body along with the iris. 
If you do you are apt to have a shrinking of the 
globe. 

I do not think every case of simple glaucoma oper- 
ated upon is successful; some are not. But the’ vast 
majority of operated cases I have seen have been suc- 
cessful. One of the chief objections I have to opera- 
tion is the formation of cataract. Probably cataract 
formation is much greater after operation than if you 
do not operate, but in most cases I still believe opera- 
tion is the method of choice. 

Dr. Buffington and Dr. Miller brought up the ques- 
tion of the negro with glaucoma. We see many negroes 
in St. Louis; we have a large negro population. We 
see many cases of glaucoma in negroes. Dr. Bruns, of 
New Orleans, brought up the question a few years ago 
of whether the negro really had glaucoma, and he 
showed that a large proportion of cases of so-called 
primary atrophy in the negro were cases of simple 
glaucoma. It is strange that among the negroes we 
do not get the high tension that we find in the whites. 
There is a low-grade increase of tension, but it is in- 
termittent, and if we do not take the tension regularly 
and take the visual fields we will not make a diagnosis 
of glaucoma. 

The congestive type of glaucoma is like acute inflam- 
matory rheumatic cases. Most orthopedists consider 
that cases of arthritis are merely exacerbations of the 
chronic form of arthritis. 

Buphthalmos is a very difficult thing to handle. Prac- 
tically all cases of buphthalmos if not operated upon 
go blind, as they are malignant, and more go blind 
after operation than in simple glaucoma. Trephining, 
although it is difficult to do because the sclera is thin, 
is the operation of choice in these cases. It must be 
done slowly and carefully. The cornea is not thick 
in these cases like the cornea of the normal individual. 

In my paper I said I had not used gynergen. Since 
completing the paper I have used it in one case, a case 
with complicated glaucoma, which had been operated 
upon but had got beyond control. I did a trephine 
in both eyes and the tension went up. We were able 
to control it with miotics, but suddenly, without any 
apparent cause, the tension went up. The patient had 
pain and a little redness, the tension was 60 in one eye 
and nothing we could do would bring it down. Out of 
sheer desperation we tried gynergen, about two weeks 
ago, two tablets every other day. The tension has 
gone down satisfactorily. I think it is about 28 to 30, 
coming down from 50, with no other change in our 
treatment at all. That is only one case, but it makes 
me feel that I will use it again. 
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MODES OF COMMUNICATION AND MOD- 
ERN METHODS OF CONTROL OF 
COMMUNICABLE DISEASES* 


By Joun Tuames, M.D.,} 
Charleston, W. Va. 


This subject deals with one of the principal 
factors of every public health program. It has 
become patent to any observer that the public 
is not being sufficiently educated in the new dis- 
coveries made by medical scientists. These should 
enable health officers and sanitarians to control 
contagious, communicable diseases with less cost 
and inconvenience to the public, provided the 
people are taken into their confidence and more 
time is spent in educating them in the knowl- 
edge of contagion and methods of control. 

Every communicable disease is said to be 
caused by a host of very minute living organ- 
isms, whether they have been identified or not. 
When a man dies as a result of an accident we 
say that he was untimely cut off, but when he 
loses his life by losing the fight against his in- 
visible living enemies within his body, we con- 
sider it as a natural and ordained course of 
events and say that he dies of natural causes. 
Why should we consider a death or injury re- 
sulting from these little organisms to be any 
more natural than death or injury from 
being hit by a moving automobile? If a pedes- 
trian desires to live out his life expectancy he 
must acquire the knowledge of a few simple facts 
about the ways of an automobile, and he needs 
to learn something about the mode of trans- 
mission and the methods of control of these de- 
structive invisible organisms. 

The organisms which attack the human body 
and cause disease are for the most part minute 
plants called bacteria; others are minute animals 
and are classed under the general name of pro- 
tozoa. They are of very simple organization, 
but they are living organisms subject to the 
laws common to other forms of life; they require 
food and a proper temperature in order to re- 
main alive and multiply. They always originate 
from parent organisms and like produces like. 
No scientist has ever been able to create one 
any more than he has created a human being. 

For many centuries physicians have been in- 
terested in the control of diseases that became 
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epidemic and at times threatened to depopulate 
cities and countries. Various methods were used 
with little or no effect. Less than half a cen- 
tury ago Louis Pasteur, the great French bac- 
teriologist, discovered a way of applying exact 
laboratory methods for determining the cause 
of communicable disease; also that the organ- 
isms that produce one disease would not cause 
any other. This discovery of Pasteur opened 
up a new field of adventure for the medical 
scientist, since which time wonderful advance- 
ment has been made in bacteriology. Many of 
the disease-producing bacteria have been identi- 
fied. Their morphology, growth, behavior, and 
mode of transmission have become thoroughly 
understood. A true knowledge of these minute 
enemy organisms has given the surgeon assur- 
ance of safety for his patient against infection. 
Asepsis has become safer and more popular 
than antisepsis. It has been the means of de- 
veloping a new branch of medical science, pre- 
ventive medicine, called public health. 


It has been definitely decided by the best 
authorities that the mode of communication of 
all communicable diseases caused by bacteria is 
by contact, either direct or indirect: direct when 
one person actually touches the infected person 
and receives the discharges direct from the pa- 
tient; indirect when a person uses some article or 
eats or drinks food that has been recently soiled 
and thereby infected with the discharges from 
the patient. Recent investigations by Zinsser 
and others showed that 50 per cent of typhoid 
fever cases were traceable to carriers. A carrier 
is a person apparently well, yet growing disease- 
producing bacteria within the body and discharg- 
ing them with the natural discharges of the body. 
It is believed that the same result would be found 
in diphtheria and poliomyelitis if an investiga- 
tion should be made. Provided this is true, 
susceptibles are as liable to contract one of these 
diseases from an unknown case (a carrier) as 
from a known case (a patient). For that rea- 
son, and in the light of knowledge we now have 
regarding the transmission of disease-producing 
bacteria, it is not sufficient to rely entirely on 
an early diagnosis and isolation of the patient 
even when that can be had. Numerous mild 
cases are overlooked or improperly diagnosed, 
which are constantly coming in contact with 
people. There is the carrier, whom no one sus- 
pects of being a dangerous person, permitted to 
cook and handle our food, nurse and care for 
our babies, travel, eat and drink at public places, 
leaving disease germs wherever he goes. Disease- 
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producing bacteria leave the body of a patient 
or carrier by discharges of the mouth, intestines 
or kidneys, but they enter the body through the 
mouth. Therefore, it is reasonable and sound to 
adopt measures that will protect the public from 
infection which may be contracted by eating and 
drinking from unsterilized vessels used by an- 
other person. 

As a result of laboratory experiment many 
diseases have been differentiated from the groups 
under which they were formerly confused. New 
knowledge has been made available regarding 
the modes of communication. Preventive meas- 
ures which have had the sanction of long usage 
have been shown to be inadequate if not entirely 
futile. Terminal fumigation has been aban- 
doned because such a practice was not only ex- 
pensive and sometimes injurious, but it was 
non-efficacious and dangerous: non-efficacious 
because it did not prevent, and dangerous be- 
cause people felt safe under a false security. 


School medical supervision conducted by 
trained health instructors is rapidly replacing 
the former mistaken idea of closing schools when 
a few cases of any contagious disease occurs. 
By education the people of any community can 
be taught that while a school is a splendid place 
to disseminate disease it is also the best place 
to teach health and instruct children to avoid 
contracting a disease, and that if a school 
is closed the personal contact and _ super- 
vision has been removed from the health author- 
ities, which leaves the children free to visit and 
attend places of amusement uninstructed and 
unprotected. Time-honored quarantine measures 
have been modified or directed along more re- 
stricted lines. It is now considered the best 
practice to isolate the patient and quarantine 
non-immune contacts for the period of incuba- 
tion. The method of control of smallpox best 
illustrates the efficacy of this practice. It has 
been established that smallpox is communicable 
through the discharges of the mucous membranes 
from three to four days before the eruption oc- 
curs, and the eruption is the first positive diag- 
nostic symptom. No quarantine that was ever 
instituted has controlled an outbreak of small- 
pox. Vaccine is the only preventive. There- 
fore it is only necessary to quarantine those who 
are exposed and are found not immune, and re- 
fuse to be vaccinated. True vaccination con- 
trols smallpox and it is the only measure that 
will. 

The other class of disease-producing organisms 
that attack the human body, the minute ani- 
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mals called protozoa, are not communicated by 
contact but have to be transmitted by some in- 
termediary host, some insect. The most out- 
standing examples of this type of disease are 
malaria and yellow fever. When it was discov- 
ered that the yellow fever was communicable by 
a certain kind of mosquito it was a very short 
time until this Country became yellow fever- 
free. The discovery of the cause and mode of 
transmission which enabled authorities to use 
proper control methods has resulted in an annual 
saving of many lives and large sums of money, 
to say nothing of the interference with business. 


Malaria, the bad air disease, has been con- 
quered to the extent that people need not fear 
night air, or miasma, so long as they are not 
bitten by the anopheles mosquito. Many parts 
of our Southern country that were thought to 
be dangerously unhealthy have become healthy, 
productive and profitable because the true cause 
and mode of transmission of malaria were dis- 
covered and the method of control persistently 
practised. It is believed that typhoid fever and 
diphtheria can be as completely controlled as 
yellow fever has been when we put into practice 
the knowledge we have of these communicable 
diseases and the methods of control that have 
been undisputably demonstrated. We are re- 
minded that typhoid fever and diphtheria are 
caused by bacteria and experience has taught 
us that sanitation alone is not sufficient, for there 
are many ways in which it may be defective, and 
we have to consider the unknown carrier against 
whom the usual methods of sanitation do not 
protect us. 


Sanitation has been successful in partially con- 
trolling communicable diseases, especially those 
affecting the intestinal tract. No doubt, it will 
be more effective when the public is educated 
in what sanitation means. People in general 
believe things to be insanitary that they can see 
or smell. 

A highly educated school teacher complained 
that the deadly sewer gas was so offensive in a 
certain school house that it was unbearable. In- 
telligent people will contend that growing weeds 
on their neighbor’s vacant lots or in streets are 
responsible for their mosquitoes; also that the 
bite of any kind of mosquito causes sickness. 
Sanitation, combined with immunization, is truly 
the modern method of communicable disease 
control. Sanitation is the offensive and takes 
care of the environment, while immunity is the 
defensive, or the resistance to disease. No 
method of sanitation is without defect and all 
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immunity against pathogenic organisms either 
acquired or artificially produced is relative, 
meaning that it will not thoroughly immunize 
in every case. Practice of both methods com- 
bined is required to effect a satisfactory control. 

Immunization has been accepted as one of the 
safest methods of controlling communicable dis- 
eases. Immunity means resistance to disease. 
It may be born in us, or it may be acquired nat- 
urally, and medical scientists have discovered a 
way to produce it by artificial methods that are 
proving satisfactory in a few well known dis- 
eases, and indications are that many more will 
be added to the list in due time. 


Artificial Immunization—Disease-producing 
organisms may attack the human body locally 
and become circumscribed, or enter the blood 
and become general. Some of them are not dan- 
gerous, but they produce a toxin that is very 
poisonous to the system. The effect produced 
is called infection. As a matter of fact, nearly 
all of us have had some infections as measles, 
whooping cough, diphtheria, typhoid fever, or 
influenza, and recovered. Other individuals in 
the same neighborhood had the same infection 
at the same time and died. Why is it that some 
die while others recover, or what is it that stops 
the infection? Somewhere, somehow, and in 
some way a defense is formed and it is the de- 
fense that we call immunity. 

It is one of the chief aims of the science of 
preventive medicine to find out the true nature 
of this defense, to stimulate it when it is found 
present in insufficient amount, and to create it 
when possible, if it is missing. 

In the artificial method of producing immunity 
the body is sometimes made to produce its own 
protection and the result is called active im- 
munity. In other cases a protective substance 
is transferred from one body to another by 
means of injection of the blood serum, and the 
result is called passive immunity, which is usu- 
ally of short duration. 

The best illustration of a passive immunizing 
agent is diphtheria antitoxin. No doubt, this 
is the greatest triumph of the class. It is a 
great therapeutic agent if given in time, and in 
sufficiently large doses, and will, when given in 
smaller doses, say one thousand units, produce 
a resistance quickly that will last for three to 
four weeks. A small quantity of antitoxin is 
biologically mixed with a small amount of diph- 
theria toxin, which will when injected in three 
doses of 1 c.c. each, one week apart, produce 
an active immunity after ten to twelve weeks, 
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and it is believed that this immunity will last 
for life in most cases. This substance is called 
toxin-antitoxin, and for that reason it is easily 
confused with antitoxin. It,does not act like 
antitoxin, which should never be given as a 
prophylactic. It can be given with perfect safety 
to young children when it is needed most. 


The resistance produced against typhoid and 
paratyphoid fever by the injection of vaccine 
made from the killed bacteria of these diseases 
is too well known to need any comment. It is 
a weapon by which physicians can eliminate 
typhoid fever from the civilian population as it 
has been done in the American Army. A cam- 
paign of education on immunization against 
typhoid fever, diphtheria, and smallpox would 
not curtail any physician’s annual income, but 
would enable him to serve his people in a most 
commendable way. 

The public in general understands that one 
attack of nearly all of these contagious diseases 
will protect against future attacks, and for that 
reason many mothers prefer their children to 
have the so-called children’s diseases while they 
are small, so that they will not have them after 
they grow up. It does not seem unreasonable to 
believe that people can be taught to accept arti- 
ficial immunization provided they understand 
that the methods used will protect them and 
their children against typhoid fever, diphtheria. 
and smallpox, which isolation and quarantine 
have failed to do; also that this form of im- 
munity will protect as well or better, and is much 
safer than having the disease. 


SUMMARY 


(1) The public needs to be instructed in the 
modes of communication of communicable dis- 
eases. 

(2) Physicians should place all suspected 
cases in isolation, and report them promptly to 
the health authorities. 

(3) Carriers should be looked for and when 
discovered should be treated as cases. 

(4) Food handlers should be examined and 
all places where food is manufactured or sold 
be kept sanitary, meaning free from any disease- 
producing germs. 

(5) A safe water and milk supply must be 
provided. 

(6) Artificial immunization against those dis- 
eases in which the method has been perfected 
and accepted by the medical profession must 
be practised. 
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(7) The public should be encouraged to ac- 
cept the new methods of control for communi- 
cable diseases. 


DISCUSSION (Abstract) 

Dr. C. W. Garrison, Little Rock, Ark.—It is easier 
to educate the public as to the methods of procedure 
and means at our disposal than it is to get the medical 
profession to practise these well-known policies. 

How many health officers and how many of the 
medical profession, when they are called in to see cases 
of diphtheria or scarlet fever, diseases well known to 
be transmitted by the mucous membranes, take any 
precautions to use a mask or even a towel? They 
come in close proximity to the disease, put their ear 
to the chest, and the next person they call on is prob- 
ibly a child. In that way the medical profession has 
been responsible for the transmission of these diseases. 

I recall a confrere of mine when I. was in practice 
who was treating a number of cases of scarlet fever. 
His wife and child developed it, and he admitted he 
was the cause. We had an outbreak of smallpox in 
Missouri, where there was about a 40 percent death rate. 
A very rigid quarantine was on, and a physician went 
over into Oklahoma and came back, and a health offi- 
cer called on him to see if he had ever been vac- 
cinated. He had not been and refused to be isolated, 
and he was put into jail. 


The physician should come under the same regula- 
tions as the layman, to protect the public. That is an 
item that is overlooked too much by both the health 
officers and the practising physicians. And, until the 
medical profession of Missouri recognizes these well 
known facts we can not expect the public to yield 
without objection to isolation. They see the physi- 
cian come in close proximity to the patient and go out 
exposing other people. 

Dr. Thames said that typhoid fever, diphtheria and 
a few other diseases, if we would apply the methods 
we have at our disposal, would come under control as 
quickly as yellow fever. I do not think that is true, 
because yellow fever is a self-limiting disease. The 
carrier problem prevents as ready control of that type 
of disease as of yellow fever. 


And not until we can get the medical profession to 
cooperate fully and report 100 per cent of the mor- 
bidity to the health organization can we reach that 
status of public health which Dr. Thames has outlined. 


Dr. Thames (closing).—It seems inconsistent for phy- 
sicians to be very particular to sterilize everything in 
handling a surgical case and then be very careless in re- 
gard to the mode of transmission of the same class of 
germs that produces the ordinary prevalent communica- 
ble diseases. 


I did not state that typhoid fever could be eliminated 
as quickly as yellow fever has been, but with the knowl- 
edge we now have of it it may be as successfully elim- 
inated when we apply the proper preventive measures. 
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THE NEWER KNOWLEDGE OF HEART 
DISEASE*+ 


I. SOME HISTORICAL LANDMARKS 


By TinsLtey RANDOLPH Harrison, M.D., 
Nashville, Tenn. 


Truly the fabric of mental fleece 

Resembles a weaver’s masterpiece, 

Where a thousand threads one treadle throws, 
Where fly the shuttles hither and thither; 
Unseen, the threads are knit together, 

And an infinite combination grows.—Goethe. 


In these lines one of the most profound think- 
ers of his time has portrayed the continuity of 
science. His words apply particularly well to 
medicine, which can fairly be considered as a 
parent of all the sciences. Even a slight knowl- 
edge of medical history lends balance and per- 
spective, not to mention professional pride, to 
a physician. The historical point of view tends 
to make him realize that medicine is dynamic, 
and hence to bring to him that flexibility of 
mind and ready adaptation of practice which 
must ever characterize the progressive and re- 
sourceful practitioner. 


The story of the development of cardiology 
may be conveniently divided into two periods, 
according to the method of investigation most 
in vogue. 


(1) The Age of Speculation.—No doubt prim- 
itive man often must have wondered about this 
curious thing which was always pounding at 
his ribs. One can picture an early Chaldean 
patriarch dropping his eyes from their astral 
gaze and watching with equal awe the move- 
ments of his own left fifth intercostal space. 
It is easy to imagine an Egyptian priest paus- 
ing for a moment during his invocation to Osiris 
and observing intently the agonal movements 
of the right auricle of the sacrificial goat. 

Hippocrates, though an astute observer of 
the pulse, seems to have paid little attention to 
the heart and apparently Aristotle’ was one 
of the first to evolve a theory of its function. 
He believed that the heart was the seat of the 
soul and hence was the source of the “spiritual” 
heat. Erasistratus* described the valves. Galen® 
showed that the heart could be made to beat 
outside the body and demonstrated by ligations 
that the arterial pulse was due to the heart. He 
thought that the “natural” spirits were generated 





*From the Department of Medicine of the Vander- 
bilt University School of Medicine. 

+First of a series of six papers prepared by invi- 
tation. 
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in the liver, passed to the right ventricle and 
thence through (hypothetical) pores in the in- 
terventricular septum to the left ventricle in 
which they were converted into “vital” spirits 
and distributed to the body. 

Galen’s views held almost undisputed sway 
among the later Roman, Alexandrian, Byzan- 
tine, Arabian and early Renaissance physicians. 
However, Leonardo da Vinci,* the most versatile 
of men, made excellent drawings of the valves, 
vessels and muscles of the heart. He described 
the auriculo-ventricular bundle and was much 
interested in problems of hemo-dynamics. In- 
vestigation was scaling the battlements and spec- 
ulation trembled on her throne. A new dynasty 
was at hand. 


(2) The Era of Investigation—This may be 
considered from several different points of view. 


(a) Pathology—tIn 1707 Lancisi® classified 
cardiac diseases. He noted the frequency of 
sudden death in individuals with enlargement 
of the heart, and described vegetations on the 
valves. Thirty years later he wrote on the 
frequency of enlargement of the heart and dis- 
tinguished dilatation (thin-walled aneurysm) 
from hypertrophy (thick-walled aneurysm). 
Later, Morgani® (1761), in his famous De Cau- 
sis Morborum, described aneurysms of the aorta 
and discussed diseases of the mitral valve. 
Mathew Baille,’ during the closing years of the 
same century, wrote on endocarditis and “rheu- 
matism of the heart.” 

During the Nineteenth Century the increase 
in post-mortem examinations led to rapid prog- 
ress, and numerous important discoveries were 
made. Edward Jenner,® of vaccination fame, de- 
scribed arteriosclerosis of the coronary arteries 
in individuals dying of angina pectoris. The 
great Viennese pathologist, Rokitansky,® de- 
scribed diseases of the arteries and wrote a mas- 
terful treatise on defects of the cardiac septum. 
William H. Welch!® made important studies of 
pulmonary edema, of embolism and thrombosis. 
Significant studies concerning arteriosclerosis 
were made by Sir Clifford Albutt.’1_ Cohnheim' 
published his “Lectures,” giving a clear concept 
of the physiological basis of heart failure. 
Warthin!® demonstrated the frequency of myo- 
cardial syphilis. In 1904 Aschoff!* described 
the bodies which bear his name in the heart 
muscle, and in 1926 Cabot! published his book 
dealing with the pathology of the heart. He 
emphasized the frequent disagreement between 
clinical impressions and pathological findings. 
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(b) Physiology.—Although Galen was an ex- 
perimental physiologist, his notions concerning 
the heart were wrong in many respects. They 
were accepted for many centuries and were first 
seriously challenged by William Harvey,'® who, 
in a series of classical experiments extending 
over many years, demonstrated that blood passes 
from the right to the left ventricle by means 
of the lungs and returns from the arteries 
through the veins to the heart. This discovery, 
which Garrison states “was the first application 
of the idea of measurement in any biologic in- 
vestigation,” was probably the most important 
single one in the history of medical science. 

In 1733 Stephen Hales,!* an English clergy- 
man, first measured the blood pressure, and 
ninety-five years later Poiseulle’® first used the 
mercury manometer for this purpose. Ludwig!® 
put a float on top of the mercury column and 
recorded with a kymograph, thereby introducing 
the graphic method into physiology. In 1794 
Scarpa”® clearly described the cardiac nerves 
and in 1845, Ernst Weber?! demonstrated the 
inhibitory effect of the vagus. During the Nine- 
teenth Century many important contributions 
were made by Ludwig,?? Pfluger,?? Engleman,** 
Michael Foster,?> Gaskell,?® and their pupils in 
Germany and England. During the closing years 
of the Nineteenth Century Grehant and Quin- 
quad,” in France, and Zuntz and Hagemann,”® 
in Germany, measured the output of the heart 
in intact animals according to the principle which 
had been announced by Fick,”® in 1870. A few 
years later Loewy and von Schrotter*® first made 
similar measurements in man. 


In 1839 Purkinje*! described the peculiar 
character of the fibers of the auriculo-ventricular 
bundle, which had been observed by Leonardo 
da Vinci and was first clearly described by 
Kent*? (1892) and His** (1893). Tawara,** in 
1908, discovered the auriculo-ventricular node, 
and a year later Sir Arthur Keith and Flack*® 
discovered the sino-auricular node. Garrey,*® 
and later Mines** made fundamental studies con- 
cerning the nature of experimental cardiac 
arrhythmias. ’ 


Starling®* enunciated the first clear concept 
of edema formation, a theory which has been 
often attacked, but which is supported by much 
recent evidence. Later he and his co-workers 
demonstrated the importance of venous pressure 
as a controlling factor in the output of the 
heart.°® 


(c) Clinical Cardiology.—In the post-revolu- 
tionary period French medicine made great 
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strides. Corvisart,*® physician to Napoleon and 
teacher of Laennec, wrote the first really good 
clinical description of heart disease (1812). He 
re-introduced percussion, which, originally used 
by Auenbrugger,*! had been largely abandoned. 
Without the aid of auscultation he was able to 
diagnose pericardial effusion and cardiac enlarge- 
ment. He was often able to distinguish clinically 
between dilatation and hypertrophy. His prog- 
nosis was good, his treatment sensible. His 
pupil, Laennec,‘” introduced the method of aus- 
cultation into medicine and thereby founded the 
art of physical diagnosis. Laennec was the first 
to differentiate accurately the various types of 
valvular disease, although Vieussens,** more than 
one hundred years before, had described the typ- 
ical pulse of aortic insufficiency, as well as that 
of mitral stenosis. 


Another great French clinician of the same 
period was Louis,** who taught his students to 
make accurate counts of the pulse, a procedure 
first employed by Sir John Floyer*® in 1707, but 
which did not come into general use until ad- 
vocated by Louis. Bouillaud,** a contemporary, 
proved statistically the relationship between 
rheumatic fever and heart disease. 


In the same period important researches were 
being conducted in England. Withering‘? had 
already (1776) immortalized himself by intro- 
ducing digitalis into medicine. It may be men- 
tioned in passing that Withering learned of the 
drug from an ignorant old woman, an “herb 
doctor.” We might do well to bear this fact 
in mind, when we are tempted to scoff at the 
“quack.” There is always the possibility that 
he has something to teach us. 

In 1768 Heberden*® described angina pectoris 
and his description remains unsurpassed. Wells,*® 
who was born in South Carolina, wrote a book 
on the cardiac complications of rheumatism 
(1810). Seventeen years later Richard Bright 
noted involvement of the heart in chorea. 
Bright’s most important contribution, however, 
was the differentiation of renal from cardiac 
dropsy.°° He thereby cleared the way for the 
modern concepts of nephrosis and the “cardio- 
renal” syndrome. James Hope®! (1831) wrote 
a book on diseases of the heart and did much 
to aid in the classification and interpretation of 
cardiac murmurs. Hodgkin*? published an ex- 
cellent article on aortic insufficiency in 1829 and 
in 1832 Corrigan®* wrote his classical descrip- 
tion of the “water hammer” pulse. Graves 
(who asked that his epitaph be: “He fed fevers”) 
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described the circulatory signs in exophthalmic 
goiter in 1835. 


The German and Austrian clinicians of the 
Nineteenth Century were much influenced by 
the newer knowledge of pathology. Skoda®® 
made important contributions to physical diag- 
nosis, and Traube’s book®® on diseases of the 
heart was generally considered as the best avail- 
able. It is interesting to note that the man who 
was most responsible for the development of 
physiological concepts in the minds of cardiol- 
ogists was neither a clinician nor physiologist, 
but a pathologist, Julius Cohnheim.'* His first 
book of ‘Lectures on General Pathology,” dealt 
with the circulation, and remains today (in the 
writer’s opinion, at least) the clearest expression 
of those disturbances of function which lead to 
heart failure. He emphasized the concept that 
dilatation of a chamber of the heart is followed 
by a rise in pressure “back” of the failing mem- 
ber. This idea of “back pressure,” which is 
supported by much recent evidence, was later 
opposed by Sir James Mackenzie,°* who believed 
in “forward failure;” that is, that the symptoms 
of heart failure were due to a failure of the heart 
to pump a sufficient amount of blood forward. 
At the present time “backward failure” is gen- 
erally considered as the chief factor on the 
continent of Europe, whereas most English and 
American cardiologists believe in “forward 
failure.” 

In addition to his views on the mechanism 
of heart failure and his concept of “cardiac re- 
serve,” Mackenzie made at least two other great 
contributions. One of these was his emphasis 
on symptoms rather than signs as indicators 
of heart failure, and the other was his funda- 
mental work on cardiac arrhythmias. He em- 
phasized the importance and frequency of auric- 
ular fibrillation and the almost specific response 
of this condition to digitalis. _Wenckebach*® 
also made valuable studies on irregularities of 
the heart, and the numerous important studies 
of Thomas Lewis*’ and his pupils, by means of 
the string galvanometer of Einthoven® (elec- 
trocardiograph) have placed this subject on a 
firm scientific basis, and have been of direct 
practical value in prognosis and therapeutics. 

The clinical and pathological reports of Sir 
Clifford Albutt,'! as well as those of Pal,®' and 
Volhardt and Fahr,®? have done much to clarify 
the important and complicated subjects of ar- 
teriosclerosis, hypertension, nephritis, and their 
various inter-relationships. 


In recent years American clinicians have made 
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many valuable investigations. Austin Flint’s 
description™ of the confusing presystolic mur- 
mur in cases of aortic insufficiency is one of the 
earliest examples. The studies on bacterial en- 
docarditis of Osler,°* Libman,® and Thayer® 
have removed this important disease from the 
realm of mystery. Christian,® like Mackenzie, 
has emphasized the importance of the condition 
of the myocardium. He has also successfully 
opposed the views of English cardiologists who 
for a time taught that digitalis was of little or 
no value in cardiac disease with regular rhythm. 

Longcope’s article on syphilitic aortitis® 
brought to American clinicians important data 
concerning the possibility of recognizing this 
frequent and insidious disease in its early stages 
when treatment still had something to offer the 
patient. Paullin’s® studies concerning the clin- 
ical state of patients with myocardial syphilis 
may be expected to have a similar result. 

Numerous electrocardiographic observations 
have been made by Robinson,” Wilson,” 
Cohn,” Levine,” their pupils, and others.** In 
the past five years, however, the tendency in this 
Country seems to be away from studies on con- 
duction, and in the direction of investigations 
concerned with the pumping power of the heart 
and hemodynamics in general. Blumgart®® has 
recently devised a very ingenious method for the 
determination of the velocity of blood flow, and 
knowledge gained from it has already been of 
no little importance in the study of heart failure. 
The pumping function of the heart in man and 
healthy animals and the flow of blood through 
portions of the body in patients with heart dis- 
eases have been investigated by Canby Robinson 
and his pupils,’® and the newer knowledge gained 
thereby may later prove to be of value. Al- 
ready, certain previously accepted ideas of the 
action of digitalis have been challenged," and 
a more practical therapeutic knowledge of this 
drug seems imminent. 


Within the past year the older and conflicting 
ideas of angina pectoris have been clarified and 
reconciled by the publication of an important 
paper on this subject by Keefer and Resnik.*® 

In Freiburg, Germany, Eppinger and his co- 
workers, Kisch, Schwarz, Laszlo, and Schur- 
meyer’? have demonstrated certain chemical 
changes in the bodies of patients with heart dis- 
ease. Their observations seem to be of great 
value, for they have opened a new field for study 
and in time therapeutic problems are likely to 
be undertaken and solved. 
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Modern French cardiology is characterized by 
its excellence in clinical description, an heritage 
of the past, and by the great progress which has 
been made in the application of the x-ray to 
the study of cardiovascular diseases (Vaquez,®° 
Bordet, and others). 

Cardiac surgery is becoming increasingly im- 
portant. Brauer’s*! operation for adhesive peri- 
carditis is being employed in severe cases with 
happy results. Cutting the cervical sympathetics 
has caused great relief in some cases of angina 
pectoris.5* The courageous surgical attack on 
mitral stenosis by Cutler and Levine* has 
opened the question of cardiac surgery in gen- 
eral, and one is led to hope that further progress 
may be made along these lines in the near fu- 
ture. 


This brief review has been made with two 
objects in mind. The first has been to encour- 
age the historical point of view which regards 
medicine as an unending, advancing science, and 
for this purpose a few (limitation of space has 
necessitated that their number be restricted) 
outstanding achievements have been presented. 
The second object has been to encourage an 
attitude of optimism on the part of the physician 
who treats patients with heart disease. Too 
often the physician looks on such individuals 
as “old chronics,” who will never be any better, 
and in whom therapy is an indifferent matter. 
Such an attitude does harm both to patient and 
physician. The modern investigations which 
have been cited are sufficient to make one realize 
that competent students, are attacking the prob- 
lem from all sides. Already our therapeutic 
armamentarium is enriched by several new drugs 
and a better understanding of the underlying 
nature of the malady enables us to apply the old 
ones more efficiently. New landmarks are in 
sight and it is primarily with these that the sub- 
sequent articles in this series will deal. 
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RECENT AVDANCES IN GALL BLADDER 
PHYSIOLOGY*¥ 


By DanteEv N. Sriverman, M.D., 
and 
HERBERT L. WEINBERGER, M.D., 
New Orleans, La. 


The introduction of cholecystography by 
Graham and his associates marked a new era in 
the study of gall bladder physiology. Whereas 
the visualization of the gall bladder has aided 
the clinician very materially in diagnosis, much 
knowledge is still lacking concerning the normal 
functions of this organ. For instance, the rea- 
son why the gall bladder normally empties itself 
following the ingestion of certain foods, espe- 
cially the fats, remains to be solved. In fact, 
the question of gall bladder contraction and ex- 
pulsion of its contents has been a mooted one 
for a long period. 

From the clinician’s standpoint it was Lyon’s 
theory that the gall bladder could and does ex- 
pel its bile following the injection of magnesium 
sulphate solution into the duodenum. This con- 
jecture, which was based on the recovery of a 
concentrated bile representative of gall bladder 
contents, was not accepted by many workers. 
Some saw the gall bladder contract during sur- 
gical procedures, while others could not. It re- 
mained for the method of visualization to afford 
a means of study under physiological condi- 
tions. In 1924, Menville and the writer ob- 
served a reduction in the gall bladder shadow 
following the injection of magnesium sulphate 
into the duodenum. It was noted that repeated 
doses of the magnesium produced very marked 
and in some individuals complete emptying of 
the gall bladder. In 1926 McMaster reported 
a set of experiments dealing with the pressure 
relations of the gall bladder and bile ducts. His 
observations demonstrated apparently conclu- 
sively that Meltzer’s theory is correct and that 
by increase of its own muscle tone the gall blad- 





*Read in Section on Radiology, Southern Medical 
Association, Twenty-Second Annual Meeting, Ashe- 
ville, North Carolina, November 12-15, 1928. 

+From the Department of Medicine, School of Med- 
icine, Tulane University. 
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der ejects bile at intervals during gastric diges- 
tion. At this point it might be recalled that 
Boyden, Whitaker and others had previously 
stated that the gall bladder emptying following 
the intake of fat was dependent upon the di- 
gestion and absorption of the fat. This state- 
ment also became problematic and could not be 
based on scientific proof. In the past three years 
we have attempted to study the relationship of 
gall bladder emptying to the ingestion of fat, 
with particular reference to digestion on the one 
hand and absorption on the other. In the first 
set of experiments it was suggestive that the ab- 
sorption of fat played no part in causing the 
gall bladder to empty. This was established as 
a fact in the subsequent studies, which also in- 
cluded the factor of digestion. 

The experiments were performed on individ- 
uals who, as far as it was possible to determine, 
had no abnormality of the gall bladder. The 
gall bladder was visualized by the oral adminis-, 
tration of tetra-iodophenolphthalein. The sub- 
ject, while fasting, was bled immediately fol- 
lowing a satisfactory visualization, usually from 
fourteen to sixteen hours after dye administra- 
tion. In order to determine if possible whether 
absorption of lipoid had occurred, 5 c.c. sam- 
ples of blood were obtained by vein puncture at 
appropriate intervals after the administration of 
the lipoid-containing substances. These were 
analyzed for total fatty acids by the method of 
Bloor, Pelkan and Allen. In neither of the cases 
examined was there any great increase of the 
blood fat at the time that the gall bladder was 
emptying; in fact, very slight rises in the blood 
fat or no rise at all were determined in the in- 
dividuals showing most marked emptying of the 
gall bladder. Subsequently, the factor of fat 
absorption was again discounted when it was 
noted by us that the administration of pre- 
digested egg yolk (fatty acids and glycerol) had 
no effect on the gall bladder reflex and emptying 
did not take place. In this second group of ex- 
periments, comparative studies were made on the 
same individuals of the response following ordi- 
nary egg yolk administration with the response 
after the digested egg yolk (fatty acids and gly- 
cerol). The already digested fat does not alter 
the size or shape of the shadow which disap- 
pears in the normal manner after the emulsified 
but undigested egg yolk. It therefore appears 
as if the medium of actual digestion in the in- 
testinal tract is essential to gall bladder contrac- 
tion and evacuation. Since the pancreas secretes 
the enzyme necessary to fat digestion, this im- 
portant phenomenon involved in gall bladder 
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function following fat ingestion may depend on 
that gland. 


The condition of the stomach with reference 
to its secretion seems to bear no influence on 
gall bladder function. An individual with a total 
absence of gastric juice may have a normally 
functioning gall bladder. 


SUMMARY 


Care must be exercised in condemning a gall 
bladder because of abnormal function, especially 
because of its emptying power following the in- 
gestion of foods. 

In the light of recent experiments it is sug- 
gested that gall bladder contraction may depend 
in part if not entirely on the process of diges- 
tion. Gastric digestion does not seem to in- 


fluence the action of the gall bladder after the 
taking of food. 


The absorption of fat does not play any part 
in the evacuation of the gall bladder. 


Physicians and Surgeons Building. 


DISCUSSION (Abstract) 


Dr. Sidney K. Simon, New Orleans, La—The gall 
bladder empties after any meal, and the fat content 
of the meal hastens the emptying power much more 
than the protein or the carbohydrates of the food. 
Other substances also hasten the emptying of the gall 
bladder. I think magnesium sulphate and sodium sul- 
phate and various other mineral salts have a tendency 
to cause the gall bladder to empty itself. 

Dr. Silverman’s beautiful studies two or three years 
ago showed that the gall bladder actually emptied itself 
promptly following the injection of magnesium sulphate 
into the duodenum. He was able to study this by 
roentgenograms, and his is the only purely physiological 
demonstration of emptying the gall bladder after mag- 
nesium sulphate. It is not all due to fat, but principally 
to the fat element of the food. 

The gastro-enterologists are convinced now that the 
gall bladder empties by muscular action, although sur- 
geons seem to doubt that. Nobody has actually seen 
the contraction of the gall bladder on the operating 
table. However, the gall bladder does empty itself by 
muscular action, according to Dr. Silverman’s studies, 
and exactly how that happens, whether it is due to ab- 
sorption of certain substances in the blood stream and 
their subsequent effect upon the gall bladder, or whether 
it is through other nerve mechanisms, I do not believe 
has been thoroughly answered. 


Dr. Joseph C. Bloodgood, Baltimore, Md-—For 
chronic cholecystitis, without jaundice, Graham’s ex- 
perimental work has given us the most practical diag- 
nostic test. No gastro-intestinal survey is complete 
without these studies of the gall bladder. 

I can contrast my experience of the first ten years, 
up to 1900, in abdominal surgery, with that gained 
since. Diagnosis of gastric ulcer and cancer, gall stones 
in the gall bladder, and acute and chronic appendicitis, 
as well as lesions of the pancreas and the colon, offered 
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very little difficulty. Abdominal lesions could be divided 
into two groups: acute, in which there was no difficulty 
in knowing that the abdomen should be opened at once, 
although the exact cause might not be perfectly definite, 
and non-acute, or chronic, abdominal lesions. Here the 
clinical history often made the diagnosis; for example, 
repeated attacks of gall bladder colic with and with- 
out jaundice, one or more definite attacks of acute ap- 
pendicitis, attacks of abdominal colic with constipation 
or diarrhea, or gastric symptoms indicating pyloric 
stenosis. In addition to the history, palpation and per- 
cussion, usually localized the disease with precision. We 
rarely required the methods we have now for diag- 
nosis. Since 1920 we have been given an opportunity 
to see abdominal lesions in their earliest stages. The 
clinical history is becoming, on the whole, less impor- 
tant, and the x-ray most essential. 

It is more and more difficult to decide, in certain in- 
stances, whether an operation is indicated. If there 
is no jaundice and no history of iaundice, and the 
patient has had but a few slight attacks suggesting 
cholecystitis, and everything in the abdominal examina- 
tion is negative except that the gall bladder either does 
not fill at all, or does not empty, patients may remain 
free from attacks without operation. If there is a 
filling defect at the pylorus or on the cardiac side, it 
seems wiser to explore the stomach, because there is a 
possibility of cancer. If the x-ray shows only a filling 
defect on the duodenal side of the pylorus, there must 
be definite urgent symptoms, or a failure of relief after 
medical treatment, to justify operation. 


Chronic appendicitis is more difficult to diagnose 
today than ever before. However, when patients have 
definite abdominal attacks, from slight indigestion to 
symptoms like those of duodenal ulcer or cholecystitis, 
or appendicitis, and the complete abdominal survey 
finds nothing in the stomach, duodenum or gall blad- 
der, and there is no ptosis of stomach and colon, it is 
justifiable to explore the appendix and remove it. There 
seems no question that an appendix may produce these 
recurrent chronic symptoms without a history of an 
acute attack, and many patients are relieved by the 
removal of their appendix. But it is a fatal mistake 
today to make a diagnosis of chronic appendicitis and 
to operate without a thorough gastro-intestinal study. 
Underweight men and women with scanty intra-abdom- 
inal fat and an unstable nervous system with sagging 
viscera, enteroptosis, are usually made worse by the 
unnecessary drainage or removal of the gall bladder, 
or the appendix, or any laparotomy; while, on the 
other hand, if the gastro-intestinal study shows the 
undoubted picture of definite disease other than ptosis, 
these individuals must be given the benefit of operations. 

I would refer Drs. Levin and Silverman to the studies 
of McGraw at the Ford Hospital in Detroit, and the 
Graham test in gall bladder diseases and the recent 
studies of Thomas Brown of Baltimore on the possi- 
bility of x-ray diagnosis of chronic appendicitis. 

As a surgeon I see more gall bladders on opening the 
abdomen in which the evidence of disease is so slight 
that I would not. operate upon them, except for the 
definite findings in the pre-operative study. I also 
have seen in the past eight years more patients with 
one or more attacks suggesting cholecystitis, as a rule 
without jaundice, in which I have decided against oper- 
ation in spite of the fact that the gall bladder did not 
fill at all with the dye, or only partially emptied itself 
within the required time. 


I am impressed with the fact that post-influenza 
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cholecystitis is much more apt to recover spontaneously 
after one or more attacks than post-typhoid cholecys- 
titis, and that in the former gall stones rarely form, 
while in the latter gall stones are the rule. 


Cholecystectomy is becoming the operation of choice, 
because these gall bladders, whether containing stones 
or not, are easily removed. If one tried routine cholecys- 
tectomy on the gall bladders we exposed previous to 
1900, there would have been an increased mortality 
and a larger number of injuries to the common duct 
and duodenum which occurred in the second decade 
after 1900, and which I am apt to call the transitional 
period, extending up to 1920. 


I have also been asked as to the emptying of the 
gall bladder at operation. Again and again I have 
found a gall bladder that I could not empty with my 
hand in the abdomen. Yet, I have not removed it. 
On the other hand, I have emptied gall bladders which 
contained stones during the laparotomy. At the pres- 
ent time I would depend more upon the emptying test 
before operation than at operation. 

In a recent case the x-ray clearly proved that the gall 
bladder did not empty itself, but the x-ray showed a 
duodenal ulcer. At the operation we perfermed a 
Finney pyloroplasty with excision of the ulcer and left 
the gall bladder alone. We could empty it, and found 
no stones. We emptied it after we had divided the 
adhesions. 


Dr. Silverman (closing) —Dr. Bloodgood said that 
if the gall bladder does not empty there is some disease. 
I do not think there has been a more ardent worker 
on the biliary tract than Dr. Frank Mann of Rochester. 
In the Spring of 1925 at the meeting of the American 
Medical Association, Dr. Mann cautioned us about be- 
ing too rapid in accepting the thought that the gall 
bladder emptied. 

In 1927, in the American Journal of Medical Sciences, 
Dr. Mann came forth with the statement that not only 
did the gall bladder empty, but it emptied by the action 
of its own intrinsic musculature. Of course the fact 
that the gall bladder emptied was very thoroughly 
proven by Boyden, an anatomist. He took a series of 
supposedly normal cats, as you would call them, and 
killed them while fasting, and the gall bladders were 
all distended. He took another series of cats and 
gave them some fat and killed them within half an 
hour after the ingestion and the gall bladders were all 
emptied. 

Studies should be made under physiological condi- 
tions, and whether it be an animal or human being un- 
der anesthetic, they are not under the physiological 
condition to determine whether the gall bladder emp- 
ties, but physiologists all over the Country, and most 
clinicians, believe that the fact is established that the 
gall bladder empties. It is just a question of how it 
empties and why it empties. There is still some ques- 
tion of whether the musculature is strong enough to 
empty, but it does evacuate its contents. 

No doubt, fat has something to do with the emptying 
of the gall bladder. 
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SUDDEN DEATH IN AN AUTOMOBILE 
FROM CHRONIC FIBROUS 
MYOCARDITIS*+ 


By Harvey S. THATCHER, M.D., 
Little Rock, Ark. 


Three sudden deaths from heart disease while 
motoring have been reported recently by Le- 
Count and Rukstinat.1 Another similar death 


occurred in Little Rock, Arkansas. 


V. T. W., a switchman, aged 28 years, was discovered 
dead in his automobile at 11:15 p.m. He had left 
home for his work at 10 p.m. According to the history, 
he had an attack of acute rheumatic fever at 15 years 
of age. He had been suffering from cardiac disease, es- 
pecially during the preceding year. The body was ex- 
amined nine hours after death. 

The principle pathological changes were as follows: 

The heart was huge, dilated and weighed 675 gm. 
Its outer surface was dark red. The surfaces made 
by sectioning were red and contained greyish patches. 
The mitral orifices admitted two fingers with difficulty ; 
the tricuspid admitted three fingers easily. The linings 
of the coronary arteries contained numerous yellow 
patches. 

ANATOMIC DIAGNOSIS 

Heart.—Chronic fibrous myocarditis; hypertrophy and 
dilatation; marked sclerosis of the mitral leaflets; 
marked atherosclerosis of the coronary arteries and the 
aorta. 


Lungs.—Marked congestion; localized fibrous pleu- 
ritis; ‘‘coal-dust” pigmentation; chronic tuberculosis of 
the tracheobronchial lymph nodes. 


Liver, Spleen, Kidneys, Stomach, Intestines, Pancreas, 
Adrenals and Testicles—Marked congestion. 

Spleen.—Chronic hyperplasia. 

General——Marked lividity; generalized congestion. 

Unfortunately a request was made that the head 
should not be examined if pathological changes could 
be found elsewhere. 


The car was found at the entrance of an alley. It is 
probable that it had not been traveling at much speed 
and stopped almost as soon as the driver died. 

As a large percentage of people suffer from 
cardiac disease and as the number of automobiles 
in this Country is increasing, it is not surprising 
that deaths of this nature should be recorded. 

This report brings up the subject of the state 
of health of drivers of public conveyances. 
These drivers should be in perfect health. Physi- 
cal examinations should be periodic in order to 
prevent any serious accidents where the lives of 
a large number of people might be jeopardized. 


*From the Department of Pathology, University of 
Arkansas: School of Medicine, Little Rock, Arkansas. 

+Received for publication May 5, 1929. 

1. LeCount, E. R.; and Rukstinat, G. J.: Sudden 
Death from Heart Disease while Motoring. J.A.M.A., 
92:1347-1348, April 20, 1928. 
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COPPER IN ANEMIA 

The successful treatment of pernicious anemia 
with liver and liver extracts has stimulated in- 
terest in the feeding of the anemias in general. 
Iron has always been a standard drug, its use be- 
ing based on the premise that the hemoglobin 
molecule contains iron. Frequently, iron is com- 
bined with arsenic. Years ago ‘copper also was 
included in tonic pills. Although copper was later 
forgotten, it has come to the fore again, and 
has been shown at times to be of considerable 
importance in the synthesis of hemoglobin in 
the white rat. Feeding experiments upon rats 
have in the past been held to be nearly always 
applicable also to human beings. Hence the 
rat requirement of copper is of considerable ther- 
apeutic importance. 


At the Agricultural Experiment Station of the 
University of Wisconsin, it was observed that if 
rats, after weaning, received a diet of cow’s milk 
alone, they developed a profound anemia in six 
weeks to two months’ time.'! Infants also are 
known to become anemic if fed too long on milk 
alone. It was attempted to correct this nutri- 
tional anemia of rats by giving them various 
simple food stuffs. Whole beef liver corrected 
the condition, though the liver extract prepared 
for the treatment of pernicious anemia did not. 
The ash of different foods was investigated to 





1. Waddell, J.; Steenbock, H.; Elvehem, C. A., and 
Hart, E. B.: Iron in Nutrition. Jour. Biol. Chem., 77: 
769, 1928. 
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determine whether the deficiency was a mineral 
one. Lettuce ash, beef liver ash,” and liver ex- 
tract ash plus iron, effectively combated the 
anemia, and it was eventually found that merely 
the addition of inorganic iron and copper to a 
milk diet entirely corrected it.* No organic 
factor was needed to supplement the milk; only 
the two metals, copper and iron. 

The Wisconsin workers have determined the 
quantity of copper in a number of different 
foods.* They observed that it may vary to a 
certain extent with soil conditions. Vegetables 
take up copper from the soil in quantities de- 
pending somewhat upon the amount present.® 
The common foods vary in their copper content 
from one milligram per kilogram in fresh celery 
to forty-four milligrams per kilogram in fresh 
calf liver. Oysters surpassed all other sea foods 
in copper. Nuts were high in this element. Leafy 
vegetables, though containing an abundance of 
iron, were rather low in copper. Certain milled 
cereals, such as polished rice and patent .wheat 
flour, yere very much lower in copper than was 
the whole grain, which may be taken as an- 
other argument for the use of whole wheat bread. 

A wide variation in the copper content of 
livers from different animals was observed. Calf 
liver was highest, beef liver very much lower, 
and hog liver, said to be the commercial source 
of the liver extract for pernicious anemia, was 
lowest of all. Although hog liver itself was low, 
the hog liver extract was much higher. In the 
course of extraction by the method of the Har- 
vard committee, the copper containing substance 
is concentrated. 

Copper is apparently an essential constituent 
of marine animals. Hemocyanin, a copper 
protein which has the same function as hemo- 
globin, though it is a less efficient oxygen car- 
rier, is found in the blood of the king crab, limu- 
lus, and of various crustacea and mollusks. 
These animals are, says Mathews,‘ the truly 
blue blooded animals of the sea. The develop- 
ment of hemoglobin has gone on pari passu with 
the development of the central nervous system, 
which requires more oxygen than any other tis- 
sue in the body. Man, with the largest nervous 
system, has the largest amount of hemoglobin in 





2. Ibid., 
3. Ibid., 





4. Lindow, ww. ‘Elvehem, Cc. A.; and Peterson, 
W. H.: The Copper Content of Plant and Animal 
Foods. Jour. Biol. Chem., 82:465, May, 1929. . 


5. Elvehem, C. A., and Hart, E. B.: The Copper Con- 
tent of Feeding Stuffs. Ibid, p. 473. 
Rose, W. C., and Bodansky, M.: Biochem. Studies 
on Marine Organisms. Jour. Biol. Chem., 44:99, 1920. 
7. Mathews, A. P.: Physiolcgical Chemistry, p. 514. 
Fourth Ed. New York: William Wood & Co., 1925. 
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his blood. He has normally 14 to 16 per cent. 
In dogs there is less; horses and sheep have still 
less; and in fishes and the lowest vertebrates the 
quantity is still further reduced. 


Small quantities of copper are commonly found 
in samples of hemoglobin, though this element is 
probably not a part of the molecule.* Copper in 
the blood of the rat is seemingly inside the red 
cells, not in the serum. It no longer has the im- 
portant part in oxygen carrying that it had in 
hemocyanin, yet it is essential for the building of 
hemoglobin. In evolution the individual reca- 
pitulates the history of the race, and each ex- 
perience of distant forebears leaves its mark. 
The small quantity of copper necessary for syn- 
thesis of hemoglobin in the rat may be a vestige 
of eons past when all life was close to the sea. 


For most of the anemias so far studied, whole 
liver is the best hemoglobin builder. The per- 
nicious anemia of human beings is treated suc- 
cessfully by feeding whole liver or a certain 
specially prepared extract; a secondary anemia 
induced in dogs by simple bleeding responds 
promptly to whole liver, very little to the above 
mentioned extract;® a nutritional anemia of rats 
due to a milk diet is corrected by whole liver, 
by the extract if iron is added, and is corrected 
also merely by the addition of copper and iron 
salts to the diet. Injury to the hematopoietic 
function of the rat due to deficiency of vitamin 
B has also been reported,!° and undoubtedly there 
are other types of nutritional anemia. If one is to 
judge by the undecorated complexion of the aver- 
age city dweller, poverty in quality of the blood 
is one of the commonest disabilities of the hu- 
man race. Although iron is the piece de resist- 
ance of hemoglobin building, deficiency of cop- 
per may be one of the outstanding causes of the 
milder anemias. Copper is supplied particularly 
in calf liver; and if it contaminates iron salts as 
frequently as has been claimed,'' some copper 
is administered whenever iron is prescribed. 
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RADIOTHERAPY IN HODGKIN’S 
DISEASE 


The term lymphoblastoma is now used to in- 
clude a large group of malignant conditions such 
as lymphosarcoma, Hodgkin’s disease, leuco- 
sarcoma, pseudoleukemia, and malignant lymph- 
oma, all of which arise in the lymphoid tissue. 
It is the tendency at the present time to regard 
these different pathological conditions as being 
closely associated, but the manner in which they 
are related is not definitely known and will not 
be until something is understood of their etiology. 

Hodgkin’s disease may be found in practically 
any organ of the body. The usual manifestations 
are in the spleen and in the mediastinal, inguinal, 
axillary, and cervical lymph nodes. However, 
cases involving the sacro-iliac joint,'* sternum,’* 
spine, conjunctiva,’* 1° and various other un- 
usual locations have been reported. 

This disease sometimes begins with cutaneous 
symptoms such as itching and eczematous erup- 
tions, but usually there is a painless swelling of 
the superficial lymph nodes, cervical, inguinal, 
and axillary. As the disease progresses, there 
is a gradual enlargement of these nodes and there 
are signs of mediastinal involvement. The spleen 
may also be enlarged. Further development is 
accompanied by fever, night sweats, profound 
anemia, and dyspnea. Pain in the late stage 
is not infrequently due to mechanical pressure 
exerted by the enlarged nodes. The affection 
is commonly found in rather young persons, but 
no age is immune. Death is usually the result 
of mechanical influences, some intercurrent in- 
fection, or of the anemia and cachexia produced 
by the disease itself. 

Hodgkin’s disease has a tendency to become 
fatal despite any known treatment, the average 
duration being approximately three years. How- 
ever, some patients die within a few months and 
others have been reported to live as long as ten 
years or more. The disease has been recognized 
since 1832.18 Many forms of therapy have been 
applied. Both medical and surgical measures 
have been found unsatisfactory, but the appli- 
cation of radiotherapy has had the beneficial ef- 
fect of prolonging life and giving comfort to 
those afflicted. The choice between radium and 





12. Pfahler, George E.: Amer. Jour. Roent., 12:406- 
Richard: Lymphoblastoma (Hodgkin's 
Amer. Jour. Roent., 15:525, 1926. 

14. Holmes, Geo. Unusual Manifestations of 
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roentgen rays must be decided in individual 
cases, but most observers have a preference for 
roentgen rays, especially in the early stages of 
the disease. 


Lymphoid tissue is the most highly radiosensi- 
tive structure of the body, except the genital 
glands, which explains the spectacular results 
obtained in the application of radiotherapy in 
this disease.. The response of this tissue to 
irradiation progressively diminishes as the treat- 
ment is continued. The cause of this is still in 
controversy, the two most generally accepted 
theories being first, that there is a gradual re- 
placement of the lymphoid elements by con- 
nective tissue; and, second, that the cells ac- 
quire an increased power of resistance to ir- 
radiation. 


As to the technic of treatment, some author- 
ities use the roentgen ray generated at a mod- 
erate voltage -(135-140 K. V.), while others use 
the very short wave length rays. According to 
Desjardins,’ the treatment of choice in the ma- 
jority of cases is by roentgen ray of moderate 
penetration, especially in the beginning of the 
disease. Later, as the lymphoid cells become 
more resistant, the higher voltage of shorter 
wave length, or radium is resorted to if neces- 
sary. Desjardins’ purpose is to destroy as many 
lymphoid cells and cause as little fibrosis as pos- 
sible. When treatment is first instituted masses 
of enlarged nodes disappear very rapidly, but 
as fresh activity appears and the treatments are 
repeated, the cells acquire an increasing tolerance 
to the rays and irradiation fails to have the 
original effect. At this time higher voltage rays 
are more effective. Another indication for high 
voltage rays would be in advanced cases in 
which it is necessary to produce rapid results. 
But extreme caution should be exercised in these 
cases, as too rapid regression is not always best 
for the patient. 


Treatment should be directed over all the 
lymphatic chains rather than just over the pal- 
pable lymph nodes, and a two-thirds erythema 
dose should not be exceeded over one given area. 





17. Desjardins, A. U.: The Rationale of Radiotherapy 
in Hodgkin’s Disease and Lymphosarcoma. Amer. 
Jour. Roent., 17:232-246, 1927. 


SOUTHERN MEDICAL JOURNAL 


August 1929 


A definite reduction in the size of the nodes is 
noted within one to three weeks after institu- 
tion of treatment, but several applications are 
usually required before the enlargement sub- 
sides. When the disease is definitely under con- 
trol the irradiation should be discontinued until 
fresh activity is noted. It is very essential to 
keep the patient under observation for periodic 
examinations. These should include a study of 
the mediastinum, lungs, routine blood count, 
and a careful physical examination with special 
reference to palpable lymph nodes. 





THE NOVEMBER MEETING 


November is the month of rapidly changing 
weather, grey skies, and frequently of respira- 
tory infections for most of the inhabitants of the 
United States. But those who dwell in the 
Southern part of Florida know only balmy days 
and sunny weather in November. While the rest 
of the world carries its overcoat and umbrella, 
visitors to Miami don their summer clothes. 
They go out into the Gulf stream off the Miami 
coast, in a sail or row boat or what may be 
available, to catch brilliant colored fish, tarpon, 
amberjack, kingfish, sail fish, and many other 
beautiful tropical monsters. 


Those who are planning a trip for the year 
will do well to recall the charms of Miami in 
November. One may play golf on the beautiful 
links of the City, and then take on a stimulating 
plunge in the surf. One may step into an air- 
plane and head for Havana, Nassau, or for the 
remote corners of Central America; since in the 
Miami district flying has progressed as exten- 
sively commercially as it has abroad. 


The railroads will offer special reduced rates 
for visitors to the Southern Medical meeting 
from all parts of the South, and schedules will 
be conveniently arranged so that those who 
must make their stay brief will be attracted. 

The programs of the general meetings and 
sections promise to be the most complete and 
practical that have yet been offered. Nowhere 
can a physician’s improvement be better com- 
bined with pleasure than in Miami, November 
19-22, 1929. 
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Book Reviews 


The Child of Circumstance. 
420 pages, 66 illustrations. 
& Co. Cloth, $6.00. 

The author, during his lifetime, was deeply interested 
in criminology and spent a great deal of time in the 
study of criminals as individuals and as a class. This 
book was completed only a few days before his death 
and is a summary of Dr. Wilson’s personal views on 
the behavior, cause and possible cure of criminals. 

The author “regards the criminal as a naughty child” 
and the “lowgrade violent criminal—suffering from 
arrested evolution and development of the brain.” Some 
of his theories are at least amusing. His photographs 
of the comparison of the cortical cells of a normal man, 
an intelligent five-year-old child, a murderer ‘and an 
orangoutang, and his explanations of the differences of 
their behavior are interesting. The murderer seems to 
have been a murderer, according to the author’s views, 
because of the poorly developed cortical cells. He 
also considers the various endocrinopathies as under- 
lying causes for criminal instinct and behavior. His 
views on the influence of heredity are probably sound. 
The redeeming feature of the book is the author’s earnest 
plea for sterilization of the violent criminal. He is an 
advocate of prison reform, more and simpler religion 
in dealing with criminals, but on the other hand he 
believes in discrete use of the cat-o’-nine-tails. 

The book is semi-scientific and is apparently writ- 
ten for the laymen, as well as for those interested in 
psychopathology. Some of the views expressed are 
unsound. The author must have been a great humani- 
tarian. 


By Albert Wilson, M.D. 
New York: Wm. Wood 


pecemmaeadaae 

The Mobilization of Ankylosed Joints by Arthroplasty. 
By W. Russell MacAusland, M.D., Surgeon-In-Chief, 
Orthopedic Department, Carney Hospital, and Andrew 
R. MacAusland, M.D., Orthopedic Surgeon, Carney 
Hospital, Boston, Massachusetts. 252 pages, illus- 
trated. Philadelphia: Lea & Febiger, 1929. Cloth, 
$4.00. 


This work is devoted chiefly to describing the opera- 
tive technic of arthroplasty of the various individual 
joints. These procedures are well described in the text 
and the drawings are exceptionally fine. The after-treat- 
ment is considered for each joint. Case reports, appar- 
ently chosen as typical of the most fortunate results, are 
included, but a careful statistical study of the author’s 
end results would add greater value to the book. 

A brief chapter in which methods of preventing or 
minimizing ankylosis are described, and one in which 
the positions of optimum function for unpreventable 
ankylosis are discussed, are particularly commendable. 
They show that the disability of the ankylosed joint 
which is finally treated by the orthopedist could usually 
have been lessened by rational early treatment. 

The theoretical aspect of the various methods of creat- 
ing new joints is considered, and in the same chapter 


the MacAuslands set forth the indications and contra- . 


indications to arthroplasty as drawn from their own 
experience. These do not disagree in any important 
respect with those of other authorities. Carefully com- 
piled references give an excellent review of the subject 
of arthroplasty and help make this a complete and val- 
uable book. 
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Disorders of Metabolism. By James S. McLester, M.D., 
Professor of Medicine at the University of Alabama, 
Birmingham, Alabama. Volume I, Oxford Mono- 
graphs on Diagnosis and Treatment. Edited by Henry 
A. Christian, M.D., Sc.D., LL.D., Hersey Professor of 
Theory and Practice of Physic, Harvard University, 
and Physician-in-Chief, Peter Bent Brigham Hospital, 
Boston, Mass. 338 pages. New York: Oxford Uni- 
versity Press. Price per set of ten volumes, $100.00. 


This is the first volume of the Oxford Medical Mono- 
graphs. Written by a Southerner, it is of particular in- 
terest to readers of the JourNnaL. It is most conven- 
iently gotten up, in loose leaf form, and its large print 
is very restful to the eye. Although it deals with an 
abstruse subject, its style is straightforward, never cum- 
bersome, and unusually clear. 

The first portion of the book is devoted to the subject 
of normal metabolism, which is covered simply and 
easily. Some of the rarer metabolic phenomena are 
next discussed, among them alkaptonuria, phosphaturia 
and cystinuria. The third chapter deals with disturb- 
ances of water balance. The discussion of edema fails 
to mention Starling’s important researches and their 
clinical application. The subject of acid-base balance 
is thoroughly considered. Typical of the handling of 
the subject matter is the fac that the author explains 
that pH 5 is more acid than pH 6. This would be 
obvious to anyone acquainted with biochemical litera- 
ture, but is a necessary inclusion for the practitioner 
who confines his reading to strictly clinical subjects. 

The fifth, sixth, and eighth chapters deal with gout, 
obesity, and diabetes mellitus. These are particularly 
well written and are thoroughly practical in tone. 

The author has wisely avoided controversial subjects, 
and has aimed at a judicial presentation of modern 
knowledge rather than attempting to express a personal 
point of view. 

From a wide experience and sympathy with the prac- 
titioner’s needs, he has given a very clear exposition of 
facts not usually grasped. 





Aids to Medicine. By James L. Livingstone, M.D. Lond., 
M.R.C.P. Lond., Junior Physician, King’s College 
Hospital. Fourth Edition. 414 pages. New York: 
William Wood and Company, 1929. Cloth, $1.75. 

It is an up-to-date, thoroughly revised synoptic med- 
icine, of pocket book size. It gives in tabulated form 
the etiology, symptoms, pathology and treatment of 
medical diseases. The volume is intended for the medi- 
ical student for review before examinations. 





Gleanings From General Practice. By David Tindal, 
M.D., F.R.F.P.S. (Glasgow). 209 pages. New York: 
William Wood and Company, 1929. Cloth, $2.50. 
Quite a few books of this type have appeared in the 

last few years and they all seem to conform rather 

closely to the same pattern. There is advice to young 
practitioners on their relationship to other physicians 
and to the patient, a chapter on various methods of 
treatment, diet, reports, ending with many pages of 

“Useful Prescriptions.” Most physicians have at least 

one book of this kind and they would do just as well 

to get it down and read it over again as to buy this 
new one. 
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Physical Therapeutic Technic. By Frank Butler Gran- 
ger, M.D., Late Physician-in-Chief, Department of 
Physical Therapeutics, Boston City Hospital; Director 
of Physiotherapy, United States Army. With a Fore- 
word by William D. McFee, M.D., Boston, Mass. 
Octavo volume of 417 pages with 135 illustrations. 
Philadelphia and London: W. B. Saunders Co., 1929. 
Cloth, $6.50 net. 


At present there are extremists both for and against 
physical therapy, but Dr. Granger is not among these. 
He makes no extravagant claims as to benefits to be 
derived from this manner of treatment. 

The section devoted to electro-physics is so given 
that those using electricity will have an understanding 
of what they are using. The chapters on ionization, 
faradic, galvanic, sinusoidal, high frequency and static 
currents explain these forms of electricity in a simple 
but adequate manner. The chapters devoted to dia- 
thermy and to the electromagnetic spectrum are com- 
plete. Hydrotherapy is adequately covered in the space 
allotted to it. The two sections on “The Outline Synop- 
sis of Teaching Physical Therapy” and a “Hospital De- 
partment of Physical Therapy” are, it seems, not indi- 
cated in a book of this character. 

Special sections deal with the role of physiotherapy 
in low back conditions;, arthritis, lumbago, and asso- 
ciated conditions; neuritis, neuralgia, sciatica, and neu- 
rasthenia. Following these are sections on hypertension, 
diseases of the circulatory system and respiratory sys- 
tem: hemiplegia, peripheral facial paralysis, infantile 
paralysis, flat foot, moles and other blemishes, electro- 
surgery of the tonsils, and the treatment of hemor- 
rhoids. 

The ‘latter half of the book is given to a list of dis- 
eases arranged in alphabetical order with directions as to 
the method of applying physiotherapy in their treat- 
ment. 





Osteomyelitis and Compound Fractures and Other In- 
fected Wounds. Treatment by the Method of Drain- 
age and Rest. By H. Winnett Orr, M.D., F.A.CS., 
Chief Surgeon of the Nebraska Orthopedic Hospital. 
Lincoln, Nebraska. 208 pages, illustrated. St. Louis: 
The C. V. Mosby Co., 1929. Cloth, $5.00. 

The Orr method of treating infections of bone, osteo- 
myelitis and compound fractures is already well known. 
It consists simply of efficient splinting and the establish- 
ment of adequate surgical drainage, after which the 
wound is left alone. Orr advises covering the vaseline 
pack dressings with the plaster cast and not examining 
or dressing the wound for weeks at a time. The idea 
has seemed too radical to most surgeons, but those who 
have been convinced by Dr. Orr and have given the 
method fair trial report successful results. 

This small volume is an explanation of the method 
and is very largely devoted to proving that it is suc- 
cessful, safe and practical. While admitting the value of 
properly conducted Carrell-Dakin irrigation, Orr argues 
that the lack of a trained staff prohibits its proper use 
and causes a high percentage of disastrous results. By 
the extremely simple Orr technic the results are equal 
to the best obtained by dakinizing and the technic is 
suited to the facilities of the average surgeon. Because 
it is successful and practical the method will undoubt- 
edly come into widespread use in time. This mono- 
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The Nose, Throat and Ear, and Their Diseases. In 
original Contributions by American and European 
Authors. Edited by Chevalier Jackson, M.D., Pro- 
fessor of Bronchoscopy and Esophagoscopy in the 
University of Pennsylvania, in the Jefferson Medical 
College, and in the Graduate School, University of 
Pennsylvania, and George M. Coates, M.D., Profes- 
sor of Otology, Graduate School, University of Penn- 
sylvania. Assisted by Chevalier L. Jackson, M.D., 
Assistant in Bronchoscopy and Esophagoscopy, Uni- 
versity of Pennsylvania. Octavo volume of 1177 
pages, with 657 illustrations and 27 inserts in colors. 
Philadelphia and London: W: B. Saunders Co., 1929. 
Cloth, $13.00 net. 

There is a well grounded prejudice against a text 
book written by various authors. As a rule the opinions 
are conflicting and there is naturally great imbalance 
in handling the various subjects. This volume is fairly 
free from these objections. Indeed one might say it is 
largely a series of monographs, each written by a 
specialist in his own line. Most of the contributions 
are of the highest class both in content and arrange- 
ment. It is refreshing to find the excellent illustrations 
with few copies from previous publications. The ab- 
sence of all textual reference to authorities is much 
appreciated by the careful reader. The brief bibli- 
ography at the end of each essay is a distinctive im- 
provement over most text books. The index is full 
and furnishes speedy access to information on any sub- 
ject, though this may be covered by several different 
authors. Although it contains nearly 1200 pages, the 
book is not too heavy. This is not a volume to be 
fully enjoyed by the uninitiated, but every specialist will 
recognize in it a mine of information. One feels that 
this book is destined to remain for many years the 
outstanding contribution on the subject. 

It is somewhat disappointing to note “auto-intoxi- 
cation” and “intestinal toxemia” given as causes of 
disease. One is a little surprised that space is given 
to the “blood clot’ method of mastoid operations. The 
reviewer searched in vain for any reference to the 
modern and safer method of removing the ethmoid 
cells with the middle turbinate left in situ as a guide 
against danger to the cribriform plate. All in all, the 
book is of the very highest type and is to be earnestly 
recommended to every reader with more than ordinary 
interest in this subject. 





The International Medical Annual. 
Treatment and Practitioner’s Index. By several con- 
tributors. 568 pages, illustrated. New York: William 
Wood & Co., 1929. Cloth, $6.00. 

The appearance of this book is welcomed annually 
by those who have become accustomed to its study. 
In it, outstanding contributions of the year are ab- 
stracted and the editorial comments added are of value. 

When one considers the mass of medical literature 
accumulating annually, he is grateful for a book of this 
kind which selects the more important articles for ab- 
straction from an international literature. There are 
references to each article abstracted following the section 
30 one can study the original articles in detail. The 
present volume gives more attention to radiotherapy 
than have previous ones. 


A Year Book ¢f 
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Human Helminthology. A Manual for Clinicians, Sani- 
tarians and Medical Zoologists. By Ernest Carroll 
Faust, Ph.D., Professor of Parasitology in the College 
of Medicine of Tulane University, New Orleans, Louis- 
iana. 616 pages, illustrated with 297 engravings. 
Philadelphia: Lea and Febiger, 1929. Cloth, $8.00. 
The book is written with a twofold purpose: first, 

for use as a teaching text, and, second, as a reference 

book. In both endeavors the author has been successful. 

The helminth parasites are classified in accordance 
with the International Code of Zoological Nomencla- 
ture. The presentation indicates the author’s experience 
both as a teacher and investigator. 

There is a clear, short description of the diseases 
caused by these forms of infections with a discourse on 
treatment both preventive and curative. 

The illustrations are well chosen and the descriptions 
of the organisms and their ova are models of clearness. 
A carefully selected reference table added to each section 
of the book is an advantage worthy of mention. 

The book is destined for wide acceptance in schools, 
and for use by all those interested in this subject. 





Mechano-Therapy. A Text Book for Students. By Mary 
Rees Mulliner, M.D., Formerly Instructor in Mechano- 
Therapy in the Summer School of Harvard Univer- 


sity. 265 pages, with 57 engravings. Philadelphia: 
Lea and Febiger, 1929. Cloth, $2.75. 
The indications, contraindications, and methods of 


applying this form of therapy are given. It is empha- 
sized that technicians should not attempt this therapy 
without medical supervision. As a teaching manual the 
book will be useful. 


Aids to Psychology. By John H. Ewen, M.R.CS. Eng., 
L.R.C.P., Lond., Assistant Medical Officer, Surrey 
County Mental Hospital, Netherne. 166 pages. New 
York: William Wood & Co., 1929. Cloth, $1.50. 
Considering the size of this manual, the subject is very 

well presented. 

Diseases and Deformities of the Spine and Thorax. By 
Arthur Steindler, M.D., F.A.C.S., Professor and Head 
of the Department of Orthopedic Surgery of Iowa 
State University Medical School, Iowa City, Iowa. 
573 pages, illustrated with 76 plates. St. Louis: The 
C. V. Mosby Co., 1929. Cloth, $12.50. 

A detailed review of this extraordinary book is impos- 
sible because in all of its five hundred seventy pages 
there is no one topic which would not deserve mention. 
It is a magnificent expression of the careful and pains- 
taking work of a brilliant man. For problems concern- 
ing the spine and thorax it is the only complete, author- 
itative reference-and, despite its wealth of highly tech- 
nical facts and considerations of theory which account 
for much of its value, it is most engrossing reading. 
The beautifully logical development of each topic ac- 


counts for this and, in addition, fulfills the purpose of. 


the author, “To develop orthopedic judgment . . 
Without it no perusal of books will enable the reader, 
be he general practitioner or specialist, to apply to a 
given contingency the proper decision.” 

Because of its value as information, and because of 
the influence it must have upon orthopedic thought, 
no praise of this work could be extravagant. 
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Bacteriology for Nurses. By Mary A. Smeeton, B.Sc. 
(Columbia University) , R.N., Formerly Superintendent 
of Nurses, Presbyterian Hospital, Allegheny; Assistant 
Bacteriologist, New York State Health Department; 
Instructor in Bacteriology New York University and 
Bellevue Medical School; Bacteriologist International 
Health Board, France. 335 pages. Third Edition, re- 
vised. New York: The Macmillan Company, 1929. 
Here is a logical and readable development of the 

subject of bacteriology starting with a brief historical 

sketch and giving the general characteristics of the 
bacteria. The sections on sterilization and preparation 
of culture media are carefully written and not too tech- 
nical. Staining methods are given sufficiently in detail, 
as are the characteristics of individual bacteria and 
their differentiation. The section on immunity is as 
brief and clear as it is possible to make such a subject. 

The description of methods of applying bacteriology 
in industries and in public health is worthy of praise; 
also the sections devoted to the trichomycetes, diseases 
caused by filtrable viruses, and protozoa. 





A Manual of Helminthology, Medical and Veterinary. 
By H. A. Baylis, M.A., D.Sc., Assistant Keeper, De- 
partment of Zoology, British Museum (Natural His- 
tory). 303 pages, illustrated. New York: William 
Wood & Co., 1929. Cloth, $10.00. 

The classification is in accordance with the Inter- 
national Commission of Zoological Nomenclature. The 
descriptions are clear and the subject thoroughly cov- 
ered. 

The book will prove of value as a reference to the 
physician and as a text book to the medical student. 





Acute Infectious Diseases. By Jay Frank Schamberg, 
A.B., M.D., Professor of Dermatology and Syphilology 
in the Graduate School of Medicine, University of 
Pennsylvania, and John A. Kolmer, M.Sc., M.D., 
Dr.P.H., D.Sc., LL.D., Professor of Pathology and 
Bacteriology in the Graduate School of Medicine of 
the University of Pennsylvania; Head of the Depart- 
ment of Pathology in the Research Institute of Cuta- 
neous Medicine. Second Edition, thoroughly revised. 
888 pages, illustrated with 161 engravings and 27 
full-page plates. Philadalphia: Lea & Febiger, 1928. 
Cloth, $10.00 net. 

The old chapters in this volume have been extensively 
revised. New chapters on the prevention of diphtheria, 
Vincent’s angina, serum anaphylaxis, erysipelas, mumps, 
whooping cough, cerebrospinal meningtis, the “fourth 
disease,” and erythema infectiosum have been added. 
It is in reality an encyclopedia of infectious diseases. 
The subject of serum and vaccine prophylaxis and 
therapy is well covered. 





An Index of Symptomatology. By various writers. 
Edited by H. Letheby Tidy, M.A., M.D. Oxon, 
F.R.C.P., Lond., Assistant Physician, St. Thomas’s 
Hospital; Consulting Physician, Royal Northern Hos- 
pital. 710 pages, with 130 illustrations, some in color. 
New York: William Wood & Co., 1929. Cloth, $12.00. 
The title of this volume is a misnomer, as there is 

an attempt to arrange diseases alphabetically and give 

a description under each heading. 

No contribution of the twenty-five collaborators is 
outstanding. At times they compare favorably with 
elementary text book descriptions. 
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Arthritis and Rheumatoid Conditions, Their Nature and 
Treatment. By Ralph Pemberton, M.S., M.D., Physi- 
cian to the Presbyterian Hospital, Philadelphia; As- 
sociate Professor of Medicine in the Graduate Med- 
ical School of the University of Pennsylvania. 354 
pages, illustrated with 42 engravings and 1 colored 
plate. Philadelphia: Lea & Febiger, 1929. Cloth, 
$5.00. 

The author writes from a clinical experience of fifteen 
years. The subject is presented in nine chapters. 


Chapter 1 deals with the antiquity of these diseases 
and their importance in disqualifying those affected 
from earning a living. The etiology of arthritis and 
rheumatoid conditions is discussed in detail and from 
every aspect. There are sections on the role of infec- 
tion in arthritis; the nature of the influence of bacteria 
in arthritis; the influence of herdity and constitution. 

Pathologically, arthritis is discussed as atrophic or 
proliferative arthritis, and hypertrophic or degenerative 
arthritis. Dynamic pathology, and the physiology of the 
synovial fluid are described. The symptomatology of 
arthritis and rheumatoid conditions is very completely 
given under the different forms of pathological con- 
ditions in the different stages of development. 

There are 129 pages devoted to treatment and many 
methods of treatment are described. The author's 
ideas about diet are different from those usually ac- 
cepted. He is over-enthusiastic as to the results that 
can be obtained from removing a stasis in the large 
bowel. Sections are included on vaccine and non- 
specific protein therapy and the application of physio- 
therapy. In the section on drugs and medicinal meas- 
ures many are listed and the author has not given 
the advantage of his extensive experience as to their 
effects. The use of routine treatment is decried. The 
author is inclined to over-value the importance of diet 
and the removal of large intestinal stasis. Chapter IX, 
“The Results of the Treatment of Arthritis and Rheuma- 
toid Conditions” isa summary of the author’s experience 
and he feels more optimistic than many other physi- 
cians. The book is worthy of study. 





Clinical Laboratory Methods. By Russell Landram 
Haden, M.A., M.D., Professor of Experimental Med- 
icine, University of Kansas, School of Medicine, Kan- 
sas City, Kansas. 317 pages, with 69 illustrations 
and 4 color plates. Third Edition. St. Louis: The 
C. V. Mosby Company, 1929. Cloth, $5.00. 

This volume presents the author’s selection of lab- 
oratory methods. The book has been revised and a 
description of the Kahn test added to the section on 
serology. 

The section on gastric analysis might have been en- 
larged with advantage. 

The section on the sputum is limited to a description 
of the collection and examination of fresh sputum, 
examination for tubercle bacilli and elastic fibers. It 
is too brief. Although the other pathological condi- 
tions diagnosed by sputum examination are mentioned 
in other sections of the text, a correlation under one 
chapter would be preferable. 

The directions are well given for the preparation of 
stains, culture media, and solutions. Descriptions of 
the various technics show the author’s practical turn 
of mind and his ability as a teacher. 
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The Eye, Ear, Nose and Throat. Edited by Charles P. 
Small, M.D., Albert H. Andrews, M.D., and George 
E. Shambaugh, M.D. A volume of The Practical 
Medicine Series, 1928, comprising eight volumes on 
the year’s progress in medicine and surgery. 540 
pages, illustrated. Chicago: The Year Book Publishers. 
For many years the profession has learned to await 

with eagerness and appreciation the issues of the little 

volume on eye, ear, nose and throat of the Practical 

Medicine Series. The volume for 1928 has more than 

five hundred pages, is well illustrated, and contains 

brief but satisfactory references to most of the best 
literature appearing during the last year. Both special- 
ists and general practitioners could profit greatly by 
reading the little volume and marking the very frequent 
paragraphs suggesting some points of special interest. 

The article on “first aid treatment of ocular injuries” 

on page 177 is worth many times the cost of the 

volume. If every general practitioner would read it 
with understanding, not a few cases of blindness would 
be prevented each month. 





Southern Medical News 


ALABAMA 


Dr. Robert L. Sutton, Orrville, was elected President 

of the Alabama Railroad Surgeons Association which 
was organized at the recent meeting of the Alabama 
State Medical Association in Mobile. 
: Approximately twenty physicians took the exam- 
ination for license to practice medicine in Alabama 
when the State Board of Medical Examiners met in 
Montgomery on June 10. 

The Sellers Hospital, Anniston, is being renovated 
and will be made a Class A hospital. A bond issue 
for $75,000 for the Hospital was approved and this 
will be supplemented by a bequest of $30,000 from 
the late R. E. Garner. 

Dr. E. H. Cross has been appointed Superintendent 
of Etowah County Tuberculosis Camp, Alabama City. 

Dr. Harry P. Shugerman, Birmingham, was hon- 
ored by the National Zion Movement by being elected 
to the Executive Committee. 


Deaths 


Dr. Columbus B. Wright, Wedowee, 
May 13. 

Dr. William Alexander Neal, Oxford, aged 70, died 
April 20 of chronic myocarditis. 





aged 56, died 





ARKANSAS 


The Asheley County Medical Society has elected 
the following officers for 1929: Dr. M. O. Crandall, 
Wilmot, President; Dr. J. T. Wood, Crossett, Secre- 
tary-Treasurer, and Dr. L. C. Barnes, Hamburg, 
Delegate to the State Meeting. 

The Ouachita County Medical Society has elected 
the following officers for this year: Dr. J. S. Rinehart, 
Camden, President; Dr. J. B. Jameson, Camden, Vice- 
President; Dr. R. B. Robins, Camden, Delegate, and 
Dr. G. P. Saunders, Stephens, Alternate. 

The following physicians have been made members 
of the State Medical Examining Board: Dr. Sam J. 
Allbright, Searcy; Dr. . H. Mock, Prairie Grove; 
Dr. W. T. Lowe, Pine Bluff, and Dr. A. S. Buchanan, 
Prescott. 

At the fiftieth annual commencement of the Uni- 
versity of Arkansas School of Medicine, Little Rock, 
in May, diplomas were presented to one of the largest 
classes in the history of the College of Medicine. 

Dr. F. Vinsonhaler, Little Rock, has received the 
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honorary degree of Doctor of Laws from the Uni- 
versity of Arkansas. 

Dr. R. L. Smith, Russellville, has been appointed 
a member of the Board of Trustees of the Arkansas 
Poiytechnic College for ten years. 

Dr. George B. Fletcher, Hot Springs, announces that 
on October 1 he will enter the practice of medicine 


independently, withdrawing from the firm of Drs. 
Greene, Fletcher and Scully. 
Dr. Joseph P. Delaney, Jr., Little Rock, has been 


appointed Deputy Coroner of Pulaski County. 

Dr. William W. Jackson, Jonesboro, was tendered 
a banquet by the Craighead County Medical Society 
honoring him on his sixty-sixth birthday. Dr. Jack- 
son has practised in that same community for forty 
years. 

Death 


Dr. Henry L. B’Shers, Little Rock, aged 68, died 
May 1. 

Dr. Joseph M. Coppage, 
May 2 of tumor of the brain. 


Lepanto, aged 51, died 





DISTRICT OF COLUMBIA 


Dr. Ray Lyman Wilbur, Secretary of the Depart- 
ment of Interior, delivered the commencement ad- 
dress at Howard University on June 7, and at Goucher 
Coilege, Baltimore, on June 3. 


Deaths 


Dr. John Sedwick Dorsey, Washington, aged 60, was 
found dead April 23. 





FLORIDA 


Dr. Carl Donnelly Hoffman, Orlando, was married 
to Miss Annie Rosa Autrey, Valdosta, Georgia, on 
May 12. 

Dr. Henry Hanson has resigned as District Medical 
Officer for Western Florida and will be Director of 
Sanitation for the City Board of Health, Jacksonville. 

br. W. H. Watters, of Boston and Miami, Director 
of the Boston-Miami Clinic, Miami, has been elected 
President of the Massachusetts Medico-Legal Society, 
Boston, and has also been reappointed Professor of 
Preventive Medicine in Boston University School of 
Medicine, Boston. Dr. Watters has been a professor 
in that institution for twenty-five consecutive years. 

Dr. G. F. Oetjen, Jacksonvile, is in Germany for 
three months, doing post-graduate work. 

Dr. H. F. Watt and family, Ocala, are spending two 
months in Europe. 

Dr. Ferdinand Richards, Jacksonvile, announces the 
removal of his offices to the Wade Building and will 
limit his work to gynecology and obstetrics. 

Dr. John A. Beals, Jacksonville, has removed to 
Chattanooga, Tennessee, with offices in the Medical 
Arts Building. 

Dr. Daniel C. Main, formerly of Pomona, 
moved to Crescent City. 

Dr. John D. Milton, Miami, has moved his offices 


has re- 


from the Exchange Building to the Huntington 
Building. 

Deaths 
Dr. Charles W. Bartlett, Tampa, aged 59, died 
May 29. 


Dr. William Alexander MacKenzie, Leesburg, aged 
51, died May 20. 

Dr. Rees Bowen Gillespie, 
April 4. 

Dr. Otto Frederick Seidel, St. Petersburg, aged 70, 
was killed April 22 in an automobile accident. 


Tampa, aged 68, died 





Dr. William Stillman Bell, Quincy, aged 53, died 
May 12 of acute endocarditis. 
GEORGIA 


The American Psychiatric Association held its an- 
nual meeting in Atlanta in May. The American As- 
sociation for the Study of the Feeble Minded, the 
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American Psychopathological Association, and the 
American Psychoanalytical Association, met conjointly 
with the Psychiatric Association. The American 
Psychiatric Association is one of the oldest medical 
organizations in this county, having been organized 
im 1844, and the Atlanta meeting was the first held 
in the southeastern section of the United States. Dr. 
Newdigate M. Owensby, Atlanta, was honored by be- 
ing made a Councilor of the Association, an honor 
‘that has not come often to a physician in the South. 


The Eye, Ear, Nose and Throat Club, at their 
meeting in Atlanta on May 8, elected the following 
officers: Dr. Geo. B. Smith, Rome, President; Dr. 
Cecil Stockard, Atlanta, Vice-President, and Dr. Wm. 
O. Martin, Jr., Atlanta, Secretary-Treasurer. 


Dr. Chas. T. Nellans, Atlanta, has resigned as Chief 
Physician of the United States Federal Penitentiary 
in Atlanta. He will continue his practice. 

Dr. Wm. F. Lake and Dr. A. J. Ayers, Atlanta, are 
now associated in the practice of clinical laboratory, 
x-ray diagnosis and x-ray therapy, with offices in 
the Medical Arts Building. 

Dr. W. A. Gardner, Atlanta, has opened offices in 
the Mortgage Guarantee Building, in connection with 
the Stone Mountain Sanitarium, limiting his practice 
to neuro-psychiatry. 

Dr. Lewis M. Smith, Atlanta, 
in the Medical Arts Building. 


Dr. I. H. Hunter, formerly of New Smyrna, Florida, 
has removed to Vienna. 

Dr. Wm. R. Smith, Atlanta, announces the removal 
of his office to 478 Peachtree Street. 

Dr. W. Earl Quillian, Atlanta, has been unanimously 
elected President of the local Civitan Club. 

The Crisp County Medical Society has elected the 


has opened offices 


following officers for this year: Dr. T. E. Bradley, 
Cordele, President; Dr. Guy C. Lunsford, Cordele, 
Vice-President; Dr. J. N. Dominy, Cordele, Secre- 


tary-Treasurer. 

The Glynn County Medical Society announces the 
following officers for 1929: Dr. H. L. Akridge, Bruns- 
wick, President; Dr. H. M. Branham, Brunswick, 
Vice-President, and Dr. F. N. Aldrich, Brunswick, 
Secretary-Treasurer. 

The Stephens County Medical Society has named 
the following officers for 1929: Dr. W. H. Swain, Mar- 
tin, President; Dr. J. H. Terrell, Toccoa, Vice-Pres- 
ident, and Dr. C. L. Ayers, Toccoa, Secretary-Treas- 
urer. 

The Laurens County Medical Society has elected 
the following officers for the year: Dr. A. T. Cole- 
man, Dublin, President; Dr. Charles A. Hodges, Dub- 
lin, Vice-President, and Dr. O. H. Cheek, Dublin, 
Secretary-Treasurer. 

The Jackson County Medical Society has elected the 
following officers for 1929: Dr. H. E. Crowe, Talmo, 
President; Dr. F. M. Hubbard, Commerce, Vice- 
President, and Dr. J. C. Bennett, Jefferson, Secre- 
tary-Treasurer. 


Deaths 


Dr. Vasser Woolley, Atlanta, aged 67, died May 22 


of heart disease. 


Dr. James Edson Cunningham, Chickamauga, aged 
89, died in May of uremia. 
Dr. Charles A. Parke Ebbert, Grantville, aged 56, 


died suddenly May 16 of heart disease. 

Dr. Benjamin R. Saxon, Sylvania, aged 80, died 
May 16. 

Dr. John L. Walker, Waycross, aged 74, died May 14 
of arteriosclerosis. 





KENTUCKY 


At a recent meeting of the Breathitt County Med- 
ical Society the following officers were elected: Dr. 
M. E. Hoge, Jackson, President; Dr. O. H. Swango, 
Jackson, Secretary, and Dr. Wilgus Bach, Jackson, 
Delegate. 

Dr. Frank M. Stites, Louisvile, 
fices to the Francis Building. 

Dr. Louis Frank and Miss Maude Lee Funk, both 
of Louisville, were married May 9 at New York. 


has. moved his of- 
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The Caldwell County Medical Society honored Dr. 
Zachary T. Cunningham, Princeton, at his eightieth 
birthday, and at that time elected him President of the 
Society for this year. Dr. Cunningham is the oldest 
practising physician in that community. 

Dr. Joseph G. Bosley, Richmond, has been reelectefi 
Health Officer of Madison County. 


Dr. Robert Lee Bird, South Covington, has been 
elected President of the Latonia Civic Club. 
Dr. Floyd P. Allen, Lexington, formerly Health 


Officer of Fayette County, has accepted a position 
with the Public Health Federation of Cincinnati and 
Hamilton County. 

Dr. Harris W. Terrell, Hartford, has accepted a 
position with a hospital in Harlan. He was formerly 
Director of the Ohio County Health Unit. 

Dr. William L. Orr, Louisa, former Health Officer 
of Lawrence County, has removed to Ozark, Alabama, 
to accept a similar position. 

A Conference of Health Officers and a School for 
Laboratory Technicians was conducted by the County 
Health Officers in May at Louisville. Seventy grad- 
uated from the School for Laboratory Technicians 
and more than half had positions awaiting them. 


Deaths 
Dr. Oliver Raymond Minor, Manchester, 
died May 5 of stricture of the esophagus. 
Dr. George E. Hart, Clay, aged 64, died April 18 
of heart disease. 
Dr. Almus Hugh Edwards, Louisville, aged 64, died 
May 4 of cerebral hemorrhage. 


aged 52, 


Dr. Charles A. Tutt, Campbellsville, aged 59, died 
April 29 of cerebral hemorrhage. 
Dr. Frederick Dean Cartwright, Anna, aged 52, 


died May 10 

Dr. William T. Atkinson, Paintsville, aged S81, died 
May 25 of cerebral hemorrhage. 

Dr. George Everet Shively, Owensboro, 
died May 13 of carcinoma of the larynx. 

Dr. James Monroe Bentley, Whitesburg, aged 52, 
died May 14 of streptccoccic infection of the larynx. 

Dr. William Z. Jackson, Arlington, aged 58, died 
April 16 of angina pectoris. 

Dr. Orrin LeRoy Smith, 
May 13 

Dr. Albert Smith Brady, 
April 28 of heart disease. 

Dr. Samuel E. Pollitt, Minerva, aged 68, died May 
22 of cerebral hemorrhage. 

Dr. Charles T. Daniel, Calhoun, aged 58, died May 
16 of cerebral hemorrhage. 


aged 51, 


Lexington, aged 58, died 


Greenup, aged 67, died 


LOUISIANA 


Dr. John H. Musser, New Orleans, was installed as 
President of the American College of Physicians at 
its meeting in Boston in April. 

Dr. O. W. Bethea, Professor of Therapeutics, Grad- 
fuate School of Medicine of Tulane University, New 
Orleans, delivered the commencement address at 
‘Emory University, Atlanta, in June. 

Dr. C. J. Van Slyke, Assistant Surgeon at the Marine 
Hospital, New Orleans, has been transferred to the 
Marine Hospital, Detroit, Michigan. 

Dr. Glenn J. Smith, Amite, has been appointed 
Superintendent of the East Louisiana State Hos- 
pital for Insane, at Jackson. 

Dr. Benjamin A. Ledbetter and Miss Anna Bledsoe, 
both of New Orleans, were married May 8. 

Dr. W. V. Garnier, Bastrop, has announced that 
construction will soon begin on a fifteen-bed clinic 
for Bastrop which will cost about $75,000. Dr. Gar- 
nier will have associated with him Dr. J. N. Jones. 

The Shreveport Charity Hospital, Shreveport, an- 
nounces that an observation clinic will be held on 
the first and third Wednesdays of each month for 
the benefit of local physicians and visitors from out 
of the city. 

The Tri-State Hospital, Shreveport, has been in- 
corporated and will be known as the Tri-State Hos- 
pital, Inc. It has been found necessary to add to 
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the Hospital and soon there will be added forty-three 
private rooms, which increases the capacity from sev- 
enty-five beds to one hundred and eighteen. 

The South Atlantic Mosquito Congress was recently 
organized at a meeting in New Orleans of health 
authorities of Mississippi, Louisiana, Alabama, Texas, 
and Florida. 

Dr. Ernest Sydney Lewis, New Orleans, was re- 
cently made an honorary fellow of the Louisiana 
State Medical Society, being the only living charter 
member of the Society. 

Deaths 

Dr. Thos. Benjamin Younger, 
April 30 of heart disease. 

Dr. Jean Bertholin Guillory, Washington, aged 45, 
died March 21 of nephritis and heart disease. 


Fisher, aged 55, died 





MARYLAND 


Dr. Sydney R. Miller, Baltimore, was elected Pres 
ident-Elect of the American College of Physicians at 
the recent meeting in Boston. 

Dr. Joseph Sweetman Ames, Baltimore, has been 
appointed President of Johns Hopkins University, 
succeeding Dr. Frank J. Goodnow, who becomes Pres- 
ident Emeritus. 

Dr. William H. Welch, Baltimore, has resigned 
from the State Board of Health after more than 
thirty-one years’ service. Governor Ritchie accepted 
the resignation with profound regret and spoke of 
the outstanding service that Dr. Welch has rendered 
to the State of Maryland. 

Dr. Thomas 8S. Cullen, Professor of Clinical Gyne- 
cology, Johns Hopkins University School of Medicine, 
Baltimore, has been appointed to the State Board of 
Health, succeeding Dr. William H. Welch, resigned. 

Dr. Aquilino Villanueva, Chief of the Health De- 
partment of Mexico, spent a few days in Baltimore 
studying the State and City Departments of Health, 
and the School of Hygiene and Public Health of Johns 
Hopkins University. Dr. Villanueva was a guest of 
the Rockefeller Foundation. 

The Wilmer Ophthalmological Institute at Johns 
Hopkins Hospital, Baltimore, has been given $30,000 
to endow a fellowship by Mr. Adolph Lewisohn of 
New York. 

The Alumni Association of Maryland held a reunion 
at Baltimore in May and more than 400 delegates 
attended. Dr. Alexius McGlannan, Baltimore, was 
elected President of the Association, and Dr. Howard 
M. Bubert, Baltimore, Secretary. 

Dr. Germanus J. France, Baltimore, has been ap- 
pointed Automobile Coroner. A new law has been 
passed providing for a separate coroner who will con- 
duct investigations of deaths due to autombile ac- 
cidents. 

The new reception building of the Sheppard and 
Enoch Pratt Hospital, Towson, was dedicated on 
May 18 and the principal address was given. by Dr. 
William A. White, St. Elizabeth’s Hospital, Wash- 
ington. 

Baltimore had the highest mortality rate from in- 
fluenza and pneumonia during the last winter in the 
Country. The influenza rate in Baltimore from No- 
vember 3 to March 30 was 77.9 per hundred thousand 
population, and for the Country 77.3. The pneumonia 
rate for the same period for Baltimore was 289.4 per 
hundred thousand figured on an annual basis, while 
the rate for the Country was 222 per hundred thou- 
sand. 

Dr. and Mrs. 
on April 24 celebrated 
versary. 

Dr. Raymond Pearl, Director, Institute for Biolog- 
ical Research, Johns Hopkins University, has been 
awarded the decoration of Officer of the Crown of 
Italy. 

Dr. Lewellys F. Barker, Baltimore, has been elected 
Chairman of the Medical Council of the U. S. Vet- 
erans’ Bureau. 

Dr. Hilary T. Willis, Hyattsville, has been re- 
elected Mayor of that City. 

Dr. Christopher Johnston, Baltimore, 

(Continued on page 34) 


Charles W. Whaland, Chestertown, 
their golden wedding anni- 


was married 
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VITAMIN D 


NOW available for the prevention and treatment of Rickets 


MEAD’S ACTEROL is a solution of activated ergosterol stand- 
ardized to a vitamin D potency 100 times the vitamin D value of good 
cod liver oil. 


Two drops equal the rickets healing power of one teaspoonful of 
cod liver oil, and there is no fishy taste or odor. Moreover, infants 
that could not take enough cod liver oil to induce healing may now 
obtain the necessary amount of vitamin D by adding a few drops of 
Acterol to their diet, or giving it by mouth. 


The older children that failed to receive vitamin D in their food 
may now be protected against vitamin D deficiency because Acterol 
can be cooked with any food without loss of potency. 


Mothers who formerly objected to cod liver oil, offer no re- 
sistance to Acterol. 


MEeEap’s ACTEROL may be obtained at drugstores on prescription, 
and is sold under license of Wisconsin Alumni Research Foundation. 


Suggested Doses: For infants growing at the normal rate, 8 to 
10 drops a day. 


Please apply for literature and samples 


MEAD JOHNSON '& COMPANY 


Evansville, Indiana 


MEAD JOHNSON & COMPANY OF CANADA, LIMITED 


Belleville, Ontario 





Manufacturers, Infant Diet Materials Exclusively 

















34 SOUTHERN MEDICAL JOURNAL 












and Be eset 


wel Baby 


gant ,* 
‘es 


OUTHERN customs, too, are observed in 

El Paso, where your patients may have 
every benefit of a medium altitude, dry air, 
winter- -long sunshine, and experienced medi- 
cal supervision in any one of many first 
class sanatoriums and rest homes. 


Patients Feel ‘*At Home” 
In El Paso 


Scores of El Paso’s leading business men 
and thousands of her citizens came here 
and found health. There’s no feeling of 
reticence toward those who desire to take 
advantage of El Paso’s delightful all-year 


climate. May we have the pleasure of send- 
ing you complete details? Use the coupon 
below. 


Fl Paso. 


Lge guy TEXAS 


320 Chamber of Commerce Building. 


Please send me your two free booklets, “Filling the 
Sunshine Prescription” and “El Paso, in the Land of 
Better Living.” 


Name 





Address 
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to Miss Lucie Bouldin Garrison of Crozet, 
on June 6. 


Virginia, 
Deaths 


Dr. Joseph Clement Clark, Sykesville, aged 70, 
May 28 of arteriosclerosis. 

Dr. W. B. Wheeler, Boonsboro, aged 90, died May 11 
of bronchopneumonia. 

Dr. Arthur Williams, Elkridge, aged 75, died May 7 
of a skull fracture received in an automobile accident. 


died 





MISSISSIPPI 


The Natchez Sanatorium, Natchez, has elected the 
following members to the Staff: Dr. J. W. D. Dicks, 
President; Dr. Marcus Beekman, Vice-President, and 
Dr. W. K. Stowers, Secretary. Executive Committee: 
sade S. Ullman, Dr. R. D. Sessions, and Dr. L. S. 

audet. 


The Mississippi State Charity Hospital, Vicksburg, 
elected the following officers on its Staff: Dr. B. B, 
Martin, Vicksburg, Chairman; Dr. W. C. Pool, Cary, 
First Vice-Chairman; Dr. 1. Green, Utica, Second 
Vice-Chairman, and Dr. H. C. Dilworth, Vicksburg, 
Secretary. Executive Committee: Dr. L. J. Clark, 
Vicksburg; Dr. C. J. Edwards, Vicksburg, and Dr. 
Vincent Bonelli, Vicksburg. 

Dr. Hugh Haralson Johnston and Miss Hazel De- 
loach Pond, both of Vicksburg, were married June 20. 

Dr. H. C. Denson has moved from Vicksburg to 
Newellton, Louisiana. 

The Pike County physicians have withdrawn from 
the Tri-County Medical Society and have been granted 
a charter. 

Dr. Paul S. Carley, Belzoni, has resigned as Health 
Officer to take a position in Jamaica. Dr. W. W. 
Scott, Jackson, has been appointed to take Dr. Car- 
ley’s place. 

Dr. E. S. Roberts, Jackson, has resigned as House 
Physician at the South Mississippi Charity Hospital 
to enter private practice. 

Dr. Louis M. Magee, formerly of Touro Infirmary, 
New Orleans, has been appointed House Officer at 
the South Mississippi Charity Hospital, Jackson. 

Dr. Temple Ainsworth, Jackson, is now a member 
of ~~ Staff of the South Mississippi Charity Hos- 
pital. 

The American College of Surgeons recently sent a 
representative to inspect the King’s Daughters Hos- 
pital, Brookhaven, and it is expected that the Hospital 
will be admitted as a fully accredited hospital within 
a few months. Dr. H. Frizell is Chariman of 
the Staff, Dr. G. S. Ramsey is Vice-Chairman, and 
Dr. O. N. Arrington is Secretary. 

Dr. B. Benton, Valley Park, 
all its contents by fire recently. 


Deaths 


Dr. George Y. Hicks, 
April 29. 


lost his office and 


Vicksburg, aged 60, died 


(Continued on page 36) 


WATAUGA SANITARIUM 


Ridgetop, Tenn. 





Cottage sanitarium for the treatment 
of tuberculosis. 

Location ideal, 
Rates reasonable. 


elevation 1000 feet. 


Illustrated booklet on application 
DR. W. S. RUDE, Medical Director 
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HE term ‘‘obscure ailment” is not being 

heard as often as it once was. With mod- 
ern diagnostic aids, such as the x-ray, available 
there is less cause for calling anything obscure 
and certainly there is a growing reticence to 
thus commit oneself. 


| =e 


Strictly speaking, the physician who is com- 
petent in the application of modern diagnos- 
tic aids need confess to ‘‘obscure ailments” 
very infrequently. Carefully taken histories 
and scientifically obtained clinical symptoms 





Eastman Kodak Company, Medical Division, 
347 State Street, Rochester, N. Y. 


Gentlemen: 
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The X-ray often Detects 
Obscure Ailments 


in the majority of cases check point for point. 
Surgical findings prove this. 


As one of the most generally useful of all 
scientific diagnostic aids, the x-ray has gained 
universal medical recognition. It has reached 
its second stage of development—refinement. 


—@- 


One aspect of this stage is the realization 
that the best interpretation of x-rays comes 
through checking with the case history— 
point for point. 


Please send me ‘“‘X-ray Bulletin and Clinical Photography.”’ This in no way obligates me. 











35 








36 SOUTHERN MEDICAL JOURNAL August 1920 





CHANGES IN MIXTURE 
OF GASES 
with the 


McKESSON 
APPARATUS 





McKesson Universal Unit No. 100 


OU can give 100% nitrous oxid and on 

the very next breath 100% oxygen and 
the following inhalation any mixture of the 
two gases which is desired—so prompt and 
easy are the changes which the anesthetist 
can make with this apparatus. There is no 
delay in getting the new mixture to the 
patient, because the bags contain only pure 
gas, not a mixture of gases. The patient is 
never more than seven seconds behind in the 
effects which the apparatus is producing. 


Write for our Catalogue No. 16 
Toledo Technical Appliance Co. 
2226-36 Ashland Ave. Toledo, Ohio 











(Continued from page 34) 
Dr. A. D. Simmons, Columbia, aged 60, died in 
April of heart disease. 


Dr. Florence L. Dickerson, Hudsonville, aged 73, 
died in May of cerebral hemorrhage. 





MISSOURI 


Dr. Harvey J. Howard, St. Louis, has been elected 
to the Advisory Board of the National Society for the 
Prevention of Blindness. 

The following doctors have been appointed on the 
State Board of Health: Dr. James Stewart, Jefferson 
City, reappointed a member and Secretary of the 
Board; Dr. H. L. Kerr, Crane, reappointed; Dr. H. 
W. Carle, St. Joseph; Dr. E. Sanborn Smith, Kirks- 
ville, and Dr. Francis M. McCallum, Kansas City. 

At the seventy-third annual meeting of the Missouri 
State Medical Association in May the following offi- 
cers were elected for this year: Dr. T. W. Cotton, 
Van Buren, Pfesident; Dr. W. C. Gayler, St. Louts, 
President-Elect; Dr. E. J. Goodwin, St. Louis, Secre- 
tary-Editor, and Dr. G. W. Hawkins, Salisbury, Treas- 
urer. 

Dr. Elbert J. Lee, Jr., St. Louis, has been ap- 
pointed Superintendent of the City Hospital, succeed- 
ing Dr. Eugene A. Scharff, resigned. 

Dr. Curtis H. Lohr, St. Louis, for the past three 
years Superintendent of the Isolation Hospital in St. 


‘Louis, has been appointed Hospital Commissioner, 


and will have charge of all municipal hospitals and 
similar institutions in the City. 

The Pettis County Medical Society has elected the 
following officers for 1929: Dr. J. E. Mitchell, Sedalia, 
President; Dr. Frank B. Long, Sedalia, Vice-Pres- 
ident; Dr. L. C. Edmonds, Sedalia, Secretary; Dr. A. 
E. Monroe, Sedalia, Treasurer; Dr. A. L. Walter, 
Sedalia, Delegate, and Dr. D. P. Dyer, Sedalia, Al- 
ternate. 

The Schuyler County Medical Society has elected the 
following officers for this year: Dr. H. E. Gerwig, 
Downing, President; Dr. A. J. Drake, Lancaster, Vice- 
President, and Dr. J. B. Bridges, Downing, Secretary- 
Treasurer. 

The Laclede County Medical Society has elected 
the following officers for 1929: Dr. J. M. Billings, 
Lebanon, President; Dr. J. W. Lindsay, Conway, Vice- 
President, and Dr. J. A. McComb, Lebanon, Secre- 
tary-Treasurer. 

The Bates County Medical Society has elected the 
following officers for 1929: Dr. A. B. Freeman, Rock- 
ville, reelected President; Dr. C. W. Luter, Adrian, 
reelected Secretary; Dr. R. E. Crabtree, Butler, Dele- 
gate, and Dr. H. A. Rhoades, Foster, Alternate. 

Dr. George D. Kettelkamp, St. Louis, has been ap- 
pointed Superintendent and Chief Resident Physician 
of Koch Hospital, succeeding Dr. Robert E. Schwartz, 
resigned. . 

Dr. William W. Graves, Profesosr of Neurology 
and Psychiatry, and Director of the Department of 
Neuropsychiatry, St. Louis University School of Med- 
icine, has been granted a year’s leave of absence to 
do research work on- inherited variations in their 
relation to mental and physical adaptability. Dr. 
Hillel Unterberg will have charge of the department 
during Dr. Graves’ absence. 

Washington University School of Medicine, St. Louis, 
has been given $10,000 from the Milbank Fund, New 
York, for experimental work on infantile paralysis. 

Deaths 

Dr. Lewis E. Souder, Chamois, aged 51, died April 12 
of sclerosis of the coronary arteries. 

Dr. Jos. L. Eblen, Alton, aged 60, died April 30 of 
amebic dysentery. 

Dr. Frank Lee Keith, Flat River, aged 68, died 
April 22 of heart disease. 

Dr. Nannie A. Stephens, Kansas City, aged 75, died 
May 1 of heart disease. 

Dr. Theodore N. Foster, Kansas City, aged 63, died 
May 24 of anemia and duodenal ulcer, with ob- 
struction. 


(Continued on page 38) 











Vol. XXII No. 8 SOUTHERN MEDICAL JOURNAL 37 


PUTTING HEALTHY 
WEIGHT ON 
You find, in your 
Backward BABIES Reng Bo Pht 


not always agree with all 

babies. The milk is fre- 

quently curdled by the 

natural acids and enzyme 

rennin in the stomach resulting 

in colic, regurgitation or the 

passing of undigested curds, pre- 

venting the body from receiving the 
full nourishment of milk. 


It has been proved by research (and the 

fact is widely recognized by the medical 

profession) that the addition of 1% of 

Knox Sparkling Gelatine dissolved and added 

to the milk will largely prevent curdling in the 

stomach and thus greatly increase the nourish- 
ment derived from the milk. 


There is nothing in pure gelatine that will in any way 

be injurious to any baby either sick or well. But pre- 

caution should be taken to use only the purest of gela- 

tine. Knox Sparkling Gelatine has been the accepted stand- 

ard for nearly forty years. It has the same neutrality as 

milk—is an excellent protein, unflavored, unsweetened, un- 

bleached. Specify Knox, the real gelatine, when you prescribe 
gelatine. 


The following is the formula prescribed by authorities in infant feeding: 
Soak, for about ten minutes, one level tablespoonful of Knox Sparkling 
Gelatine in one-half cup of milk taken from the baby’s formula; cover while 
soaking; then place the cup in boiling water, stirring until gelatine is fully 
dissolved; add this dissolved gelatine to the quart of cold milk or regular 
formula. 





The booklets listed below will help you in your practice. If you will return 
the coupon we will gladly send you complete data. 


| tetas | 
KNOX & Ge 
val GELATINE 


408 Knox Avenue, Johnstown, N. Y. 
Contains No Sugar 


| Please send me, without obligation or | 
expense, the booklets which I have 
marked. Also register my name for fu- .” 
| ture reports on clinical gelatine tests as 
they are issued. 
OO Diet in the Tr of Diab 
[] Reducing Diet 
() Varying the Monotony of Liquid and 
Soft Diets 
| A Recipes for Anemia 





Value of Gelatine in Infant and Child 
Feeding 
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The results of twenty years’ 
clinical experience in the fore- 
most medical centers of this 
country, are your precedent for 
prescribing 


OLEO-GOMENOL 


in 


CYSTITIS 


R 5 to 15cc, by injection direct into 
the bladder. 


C. R. BARD, Inc. 


Exclusive Agents in the United States 


79 Madison Ave. New York, N. Y. 
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Dr. Clarence S. Tisdale, Joplin, aged 51, died May 
12 of carcinoma. 


NORTH CAROLINA 

Dr. Paul H. Ringer, Asheville, was elected President 
of the North Carolina State Board of Medical Exam- 
iners at a recent meeting of the Board. , 

Dr. C. H. Cocke, Asheville, has been appointed on 
the Board of Governors of the American College of 
Physicians for North Carolina. 

Dr. P. P. McCain, Sanatorium, has been elected a 
member of the Board of Directors of the National 
Tuberculosis Association. 

Dr. R. L. Carlton, Winston-Salem, has been elected 
a member of the Executive Committee of the Board 
of Directors of the National Tuberculosis Association. 

Dr. C. A. Shore, Director of the North Carolina 
Laboratory of Hygiene, Raleigh, was given the de- 
gree of Doctor of Laws by the University of North 
Carolina at their recent commencement exercises. 
Dr. Shore has been Director of the State Laboratory 
of Hygiene since its beginning. 

Dr. P. H. Fleming, Burlington, has been reelected 
Superintendent of Public Welfare of Alamance County. 

The Eighth District Medical Society has elected 
the following officers for 1929: Dr. C. S. Lawrence, 
Winston-Salem, President; Dr. Fred C. Hubbard, 
North Wilkesboro, Vice-President, and Dr. Harry L. 
3rockmann, High Point, Secretary. 

Dr. Floyd Johnson, Whiteville, was reappointed 
County Health Officer for Columbus County. 

A modern hospital of 50 beds will soon be estab- 
lished at Reidsville and will be called The Annie 
Penn Memorial Hospital, in honor of the mother of 
members of the Penn family, through whose gen- 
erosity the Hospital becomes a possibility. The Hos- 
pital will be modern in every way, with a training 
school for nurses. Dr. T. W. Edmonds, Danville, 
will be in charge of the Hospital. 

Dr. E. E. Robinson, Concern, has been appointed 

(Continued on page 40) 











of production. 
PER GRAM 


Cerevisterol . « « « $800.00 
Cholesterol (jimi) + + 20.00 
Dehydroergosterol (20 nh4""*) 70.00 
Ergosterol (spectros)... 50.00 
Ergosterol (@uit..) . 1.50 
Ergosterol peroxide . . 70.00 
Ergosteryl acetate . . 50.00 
Ergosteryl benzoate . . 50.00 


Mead Joh 











The development of an improved yeast, and of efficient methods 
of extraction, enable us to offer these products to research workers. 


[A similar advertisement appeared in theJournal of Biological Chemistry in January, 1928} 


nson & Co. 
Evansville. Indiana 


Tz research staff of Mead Johnson & Company have prepared | 
the following rare sterols, most of them not hitherto obtainable | 
by purchase. These materials are offered at approximately the cost 


PER GRAM 
$50.00 
50.00 
30.00 
60.00 
60.00 
60.00 
60.00 
450.00 


Ergosteryl isobutyrate . 
Ergosteryl isovalerate . 
Isoergosterol . . . . 
Isoergosteryl acetate . . 
Isoergosteryl benzoate . 
Isoergosteryl cinnamate. 
Isoergosteryl isobutyrate 
Zymosterol . . . 


° ° 
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‘Rickets: 


“Prevention and Treatment 


VIGANTOL 


Reg. U. S. Pat. Off. and Canada 


Brand of Viosterol 
(IRRADIATED ERGOSTEROL) 


OR one and one-half years, Vigantol has been sub- 
jected to exhaustive clinical and pharmacologic tests 
by more than 400 American investigators. 


These studies have demonstrated the remarkable effi- 
ciency of Vigantol in the prophylaxis and cure of rickets, 
as well as in the treatment of tetany. 


Vigantol is now available in an oily solution having an 
antirachitic (vitamin D) potency 100 times that of stand- 
ard ced liver oil. Two drops of this solution are equiva- 
lent to one teaspoonful of cod liver oil. Uniform potency 
is assured by rigid biologic tests. 


Vigantol solution is supplied in bottles of 5 cc. and 50 
cc., with a convenient dropper. 


Sample bottle and literature sent to physicians on request 


WINTHROP CHEMICAL COMPANY, Inc. 
117 Hudson Street New York, N. Y. 
Canada: Windsor, Ont. 











| 





























| Winthrop Quality Has No Substi 


tute 
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PHYSICIAN’S OFFICE 
FURNITURE 


Mahogany or Quartered Oak 
Tables, Cabinets, Stands, Chairs 
Stools, Accessories 





Rochester Table 


Send for Catalog Sold by all reliable dealers 
W. D. ALLISON CO., Mfrs. 
1131 Burdsal Parkway Indianapolis 


PRINCIPAL AGENCIES 


110 E. 23rd St., New York 
58 E. Washington St. 736 S. Flower St. 
Chicago Los Angeles 
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physician to the Cannon Mills Company, Kannapolis. 

Dr. T. W. M. Long, Roanoke Rapids, was recently 
elected Mayor of that City. 

The Third District Medical Society has elected the 
following officers for this year: Dr. John D. Robin- 
son, Wallace, President; Dr. W. I. Taylor, Burgaw, 
Vice-President, and Dr. Thurston Formyduval, Bol- 
ton, Secretary-Treasurer. 

The Robeson County Medical Society celebrated 
its twenty-fifth anniversary on May 9, with the same 
President, Dr. H. T. Pope, Lumberton, in the chair 
since its organization in 1904. 

Dr. H. M. Baker, Lumberton, was unanimously 
reelected as a member of the Board of School Trus- 
tees of that City. 

Greensboro is to have a new children’s hospital. 
Mrs. Edward Benjamin, New Orleans, has given the 
palatial home of her parents, the late Mr. and Mrs. 
Emanuel Sternberger, in Greensboro, for this hos- 
pital, and is endowing it with a sufficient amount 
for partial maintenance. The gift is made in the 
memory of her father, mother and sister. 

Dr. John R. Hege, Winston-Salem, Health Officer 
of Forsyth County, has been elected President of 
the North Carolina Health Officers Association. 

The Ninth District Medical Society held a course 
in pediatrics at Statesville on June 16. Physicians 
were invited to bring patients for consultation and 
the laboratory and other examinations of the chil- 
dren were made by the staff of the Davis Hospital. 

Dr. Marion Keith and Miss Caroleen Lambeth, both 
of Greensboro, were married June 1 

Dr. Thomas Joseph Blackshear, Jr., Wilson, was 
married to Miss Rosalie L. Robinson, Jacksonville, 
Florida, April 10. 

Dr. Charles Bernard Herman, Statesville, and Miss 
Mary Ruth Miller, Cherry Hill, were married June 5. 

Dr. Clyde R. Hedrick, Lenoir, was married to Miss 
Stella Mae Lambkin, Selma, Alabama, June 1. 


(Continued on page 42) 














RABIES 
VACCINE 


MULFORD 





This phenol-killed virus is prepared by a modification of the 
Semple method, thus quickly and safely providing a high 
degree of immunity against Rabies. The large dosage from 
the start and all fourteen doses being of the same strength 
simplifies the treatment and safeguards the patient. 

Rabies Vaccine Mulford can be carried in druggists’ or hos- 
pital stock since the entire treatment is supplied in one package. 
Each dose is ready to use in an aseptic glass syringe. 


H. K. MULFORD CO., Philadelphia, U. S. A. 


87942 
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“Be sure of it; give me the ocular proof.” —Shakespeare 


That 
difficult feeding cases 


erewoeroen- 


| he results obtainable with Dryco, 
iT especially in cases where other 





| forms of milk are inefficacious, 


will be more convincing than any verbal 
or written arguments expounding its 
merit. Year after year physicians all over 
the world have proved that Dryco is the 
ideal milk for infants deprived of breast 


ee a ne ee ee 


Due to its ease of digestibility and complete- 
ness of assimilation, the routine use of Dryco 
assures freedom from nutritional disturb- 
ances. Non-pathogenic, it also avoids the 
danger of milk-borne infections. Simple to 
prepare—keeps fresh without ice—obtain- 
able at all druggists. 


Send for suggested 
feeding tables, Dryco 
samples and clinical 


data! mail. 





THE Dry Mik Company, INc. 15 Park Row, New York 


For convenience, pin 
this to your letter- 
head or Rx blank and 


41 





42 SOUTHERN MEDICAL JOURNAL August 1929 


(Continued from page 40) 


Deaths 
Dr. H. Q. Alexander, Charlotte, aged 66, died 
June 11. 
Dr. Edward Percy Odendhal, Oteen, aged 55, died 
April 27. 
Dr. W. H. Wadsworth, Concern, died June 5. 
Spoon, Burlington, aged 48, died 


Users of the Bacillus Acid- jaig ¢ toaen euaet Semtare: 
ophilus will find BACILLUS 





is} AGILLUSP .CIDOPHILUS | OQULTURE 


~ 





ACIDOPHILUS CULTURE ; it 
Rai Oklahoma State Medical Association has elected 
. the following officers for 1929: Dr. Claude T. Hender- 
(B. A. CULTURE) effective, shot, a President; Dr. Edmund S. Ferguson, 
° : Oklahoma City, President-Elect, and Dr. Claude A. 
convenient and economical. Thompson, Muskogee, Secretary-Treasurer-Editor. 

e : Shawnee was chosen for the 1930 meeting place. 
Patients do no t tire of e+ D. W. LeMaster, Tulsa, accompanied by Mrs. 
= eMaster, has gone abroad and will be gone four 
B. A. a “ the phos months. Dr. LeMaster will spend three months in 
4 ° 5 ) co- Studying at Vienna. 

Cran od tous assure of fu Dr. H. B. Fuston, Bokchito, and Dr. R. E. Sawyer, 
operation. Durant, who were motoring to the State Medical 
Meeting, were painfully injured and narrowly es- 


‘ caped death when their car was hooked by a passing 
Ask your druggist car and dragged more than 600 feet, when it over- 


turned. Dr. Sawyer had to remain in the hospital 


for B. A. CULTURE for some time. 


The State Health Officer of Oklahoma gives a re- 


° . port that in the last five years 6823 cases of diphtheria 
in the convenient 4- have been reported to the State Department of Health, 
1 with 1217 deaths. He says that most of these lives 
ounce bott e. could have been saved had the patients been im- 
munized against diphtheria by means of toxin-anti- 
toxin. 
B. B. Culture Laboratory, Inc. The Okmulgee-Okfuskee County Medical Societies 
held an all-day clinic on April 15. 
Yonkers, New York The Garfield County Medical Society had a guest 


day April 15, with the following physicians as their 
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Laboratories of 


Drs. Bunce, Landham and Klugh 


ATLANTA, GEORGIA 


George F. Klugh, M.D., Director, Laboratory of Clinical Pathology 
Jackson W. Landham, M.D., Director, Laboratory of Radiology (X-Ray and Radium) 


These laboratories are equipped for making every test of clinical value in the 
diagnostic study of medical and. surgical cases. Only standardized methods and 
technique are used. 

In addition to the diagnostic study of cases there are adequate facilities for 
the x-ray and radium treatment of conditions in which these forms of treatment 
are indicated. 


Containers for pathological specimens and information in reference to x-ray and radium 
work furnished upon request. 


Address 


DRS. BUNCE, LANDHAM AND KLUGH 
139 Forrest Avenue, N. E., Atlanta, Ga. 
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For Local and General Anesthesia 


KELENE 


PURE ETHYL CHLORIDE 




















Simply press the lever. 


The automatic closing glass tubes require no valve. 


10 Gm., 30 Gm. and 60 Gm. Automatic Closing Tubes. 
3 Cc. and 5 Cc. Hermetically Sealed Tubes. 


MERCK & CO. Inc. 
Rahway, N. J. 


-» 
Sole distributors for the United States and Canada 
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SAFE, SIMPLE 
INFANT FEEDING 


ORLICK’S Malted Milk is safe and simple in 

infant feeding. Its successful use for nearly 

half a century has demonstrated the following 
outstanding advantages: 


1 The readily assimilable state of 
its minerals promotes sound bone 
and tooth structure. 


2 The light, flaky curds produced be- 
cause of the modified nature of its 
milk constituent aid digestion. 


The exact proportions of its malt 
sugars promote regular bowel ac- | 
tion in the infant. 


The exclusive Horlick process conserves the vita- 
min content of milk and malted grains unim- 
paired. 


For samples address—HORLICK, Racine, Wis. 


THE ORIGINAL MALTED MILK 


HORLICK’S 












depletion. 


commerce. 


= 
a” 








Se 


Two Therapeutic Requirements 


Such authorities as Palmer have stressed the im- 
portance of liberal amounts of water together with 
alkali administration in the treatment of alkali 


The clinical success of Kalak Water depends upon 
the fact that it presents a mixture of those elements 
needed for maintaining the alkali reserve in a form 
which ensures a liberal fluid intake. 

Besides 1.0326 grams of Disodium phosphate, Sodi- 
um chloride and Potassium chloride, each liter carries 
a total of 6.6648 grams of the bicarbonates of Cal- 
cium, Magnesium, Sodium and Potassium. 


Kalak Water is the strongest alkaline water of 
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(Continued from page 42) 
guests giving clinics and papers: Dr. David P. Barr, 
St. Louis; Dr. Alfred W. Adson, Rochester, Minn.; 
Dr. Wade H. Sisler, Tulsa; Dr. Charles C. Dennie, 
Kansas City, and Dr. Samuel J. Burrows, Chicago. 
Deaths 

Dr. S. A. Heflin, Walter, aged 54, died suddenly 

April 22 of heart disease. 


SOUTH CAROLINA 

Dr. George D. Heath, Jr., formerly Health Commis- 
sioner of Bloomington, Illinois, has been appointed 
Health Commissioner of Florence, succeeding the late 
Dr. Percy H. Brigham. 

Deaths 

Dr. Gaston De Foix Wilson, Spartanburg, aged 63, 

was killed in an automobile accident on April 15. 





TENNESSEE 

The Tennessee Railway Surgeons’ Association elected 
the following officers for the ensuing year: Dr. Wm. 
Britt Burns, Memphis, Chairman; Dr. S. S. Miller, 
Knoxville, Vice-Chairman; Dr. A. F. Richards, Sparta, 
Secretary; Dr. Duncan Eve, Jr., Nashville, Delegate 
to National Railway Surgical Association, and Dr. 
H. B. Everette, Memphis, Alternate. Their meeting 
next year will be in Nashville. 

Dr. W. W.. Wallace, formerly of Selmer, has been 
appointed to the Staff of the Western State Hos- 
pital, Bolivar. 

Dr. A. B. DeLoach, Memphis, has been reelected 
a member of the State Board of Medical Examiners. 

Dr. James B. Black, formerly of Jackson, Missis- 
sippi, has been appointed Health Officer of Ruther- 
ford County. 

Dr. Milton S. Lewis, Nashville, has been elected 
President of the Staff of the Nashville General Hos- 
pital. 

Dr. Ransom S. Gage, Dover, Ohio, has donated a 


(Continued on Page 46) 





Kalak Water Company 
6 Church St. New York City 


."."."a"s"a"s 


SALE R ICSD 
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Never before S. M. A.— 


was there such unity 
of outstanding features. 





I —Made from tuberculin tested cow’s milk. 

2—Resembles breast milk both physically and chemically. 
—Simple for the mother to prepare. 

4—No modification is necessary for full term normal infants. 


2»—Gives excellent nutritional results in most cases and in 
addition these results are obtained more simply and 
more quickly. 


6—Prevents Rickets and Spasmophilia. 


Y, S. M. A. was years ahead when introduced to the Medical \ 


Profession in 1921 and still remains unequaled. 


MAY WE SEND YOU SAMPLES? 


S. M. A. was developed at the Babies and Childrens Hospital 
of Cleveland and is produced by its permission exclusively by 


THE LABORATORY PRODUCTS COMPANY: -: CLEVELAND, OHIO 
West of Rockies In Canada 
440 Phelan Building, San Francisco, California 64 Cerrard Street, East, Toronto, Ontario 
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(Continued from page 44) 
« . ” 167-acre farm in Franklin County (Tennessee) to the 
F by word td a eaige ee aD Alvin York Agricultural Institute. 
This = yoy tem 6 Cee teas Dr. W. F. Wefring, Director of Health of Norway, 
—“The Storm has been tried and proven. was the guest of the Tennessee State Department 
“ - h of Health, June 4-9. 
Dr. William E. Howell, Morristown, has been made 
STORM T € New President of the East Tennessee Medical Association 
ey N” for 1929. Kingsport will be the next meeting place. 
ype Memorial services for the late Dr. John A. Wither- 
spoon were held at Vanderbilt University School of 


Storm Medicine, Nashville, May 24, with Dr. W. S. Leathers 
presiding. 
Dr. Morris B. Garner, Edenwold, has been elected 
Supporter President of the Middle Tennessee Medical Associa- 
tion. The next meeting will be at Lebanon. 
meets demands of The Tennessee State Department of Health has 
present styles in been given $30,600 by the Julius Rosenwald Fund, 


Chicago, for studies on health, with particular ref- 


dress. erence to racial differences in health problems. 
Long special laced __Dr. James A. Price, Oakville, has been elected Pres- 
back Extension of ident of the Tennessee Tuberculosis Association for 


1929. 


The Gibson County Medical Society has elected the 


soft material low on 





hips. following officers for 1929: Dr. W. C. McRee, Tren- 
Hose supporters at- ton, President; Dr. G. W. Oliver, Medina, Vice-Pres- 
tached. ident, and Dr. Geo. Spangler, Humboldt, Secretary- 
Treasurer. 
Henry County Medical Society has elected the fol- 
Takes Place of Corsets lowing officers for the year: Dr. R. G. Fish, Paris, 
Adaptable to Pregnancy, Ptosis, Hernia, Obesity, Sacro- President; Dr. Swann Burrus, Paris, Vice-President, 


and Dr. A. A. Oliver, Paris, Secretary-Treasurer. 

: Loudon County Medical Society has elected the 
Ask for Literature following officers for the year: Dr. W. H. Harrison, 
Loudon, President; Dr. W. D. Padgett, Lenoir City, 
Vice-President, and Dr. J. G. Eblen, Lenoir City, 


Iliac Relaxation, High and Low Operations, etc. 


Each belt made to order in 24 hours 


KATHERINE L. STORM, M.D. Secretary-Treasurer. 
Originator, Owner and Maker Deaths or 
- . . Dr. Cooper Holtzclaw, Chattanooga, aged 67, ie 
1701 Diamond Street Philadelphia May 19 of carcinoma of the rectum and liver. 
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cAll Ohrough Ghe Summer eMonths 


Calcreose is the “stand-by” of many physicians when they require 
an intestinal antiseptic embodying the effectiveness of creosote. 








Every physician reader of this Journal who is 
not familiar with the value of Calcreose in the 
treatment of enteritis and other intestinal dis- 
turbances during the summer months is invited : 
to clip out and return the bottle opposite for Ry (eno Baree 
liberal, complimentary test. ill | Glcreose 


The MALTBIE Chemical Company, Newark, N. J. 


MALVBSSE 
Calcreose 
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Merrell-Soule Protein Milk 


is a therapeutic agent in convenient form 


ORE than ten years of clinical experience has con- 
clusively demonstrated that an acid milk from 
which part of the whey is removed remains unequaled 
as a therapeutic agent in treating such dietary dis- 
turbances in infants as Summer Diarrhea, Marasmus 
and Celiac Disease. 

Merrell-Soule Powdered Protein Milk is this thera- 
peutic agent in its most convenient form and has the 
following practical advantages: 

A. It is very easily prepared (requiring merely 
the addition of water.) 

B. It is the only cultured powdered protein milk 
having the therapeutically correct acidity of 
pH 4.6. 

C. It is absolutely uniform. Published analyses 
are strictly adhered to. 


Literature and samples sent on 
request. Ask for Booklet 58. 





Merrell-Soule Co., Inc., 350 Madison Ave., New York — (Recognizing the impor- 
tance of scientific con- 
trol, all contact with the 
laity is predicated on the 
policy that Merrell-Soule 


MERRELL-SOULE deine ot anes 
ing to a physician's 


POWDERED formula.) 


PROTEIN MILK 


Merrell-Soule Powdered Milk Products, including Klim, Whole Lactic Acid Milk and 


Protein Milk, are packed to keep indefinitely. Trade packages need no expiration date. 
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| CLASSIFIED ADVERTISEMENTS 








WANTED—Resident physician; private hospital nervous 
and mental diseases; single or married man; graduate class 
A school; knowledge of psychiatry not necessary; give com- 
plete information and references in first letter. Address 
S. C., care Journal. 








FOR SALE—Twenty-bed tuberculosis sanatorium in large 
Southwestern health resort. Completely equipped and ready 
to step in and carry on business. Ideal climate. Fine op- 
portunity for physician to work and recover health, or for a 
nurse to own. Price very reasonable. For particulars and 
terms write to P. D. E., care Journal. 





TECHNICIANS are in demand. We are successfully train- 
ing laboratory and x-ray workers. Send us your assistant 
and we will return you a competent technician. If you are 
in immediate need of a well trained helper, write or phone. 
Full information upon request. Alabama Pathological Lab- 
oratory, Birmingham General Hospital, Birmingham, Ala. 





LITERARY ASSISTANCE on special medical subjects for 
busy physicians. We promptly develop any subject of popu- 
lar or technical interest from the latest authorities, using the 
unlimited facilities available here. Reasonable rates; corre- 
spondence confidential. We also edit, revise and enlarge 
physicians’ manuscripts. Authors’ Research Bureau, 500 
Fifth Avenue, New York, New York. 





DRUG AND ALCOHOLIC PATIENTS are humanely and 
successfully treated in Glenwood Park Sanitarium, Greens- 
boro, N. C.; reprints of articles mailed upon request. Ad- 
dress W. C. Ashworth, M.D., Owner, Greensboro, N. C. 
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Dr. Edwin Daniel Peete, Memphis, 
April 12 of cerebral hemorrhage. 

Dr. Jefferson Franklin Dyer, Cookeville, 
died May 10 of heart disease. 

Dr. Elgin H. White, Rives, aged 68, 
of cerebral hemorrhage. 

Dr. J. O. Woods, Elizabethton, aged 4S, died June 4 


aged 81, died 


aged 80, 


died April 24 


TEXAS 
The Stephenville Hospital has let a contract for 
$20,000 in improvement of their building, which wil! 
include a laundry, heating plant and fourteen addi- 
tional rooms for patients. 


Dr. W. W. Beach, Shamrock, has announced that 
construction of a second-story addition and other 
improvements to the Beach Sanitarium will begin 
at once. An operating room and sixteen bedrooms 
for patients will occupy the second floor. 

The Brazos Valley Sanitarium, Navasota, was for- 
mally opened April 22. It is an eighteen-room brick 
veneer building and was built by Dr. S. D. Coleman 
Dr. E. A. Harris, and Dr. W. W. Greenwocd, at a 
cost of approximately $25,000. 

St. Joseph’s Hospital, Fort Worth, celebrated its 
fortieth anniversary on April 24. This was the first 
hospital in Fort Worth and it has grown from a 
frame building about 300 feet long, at its organization, 
to a $500,000 institution. 

The second annual Child Health and Parent Edu- 
cational Conference was held at Abilene April 30- 
May 4, with clinics and papers presented each day. 

The Medical and Surgical Clinic-Hospital, San An- 
tnoio, is being enlarged and when completed the 
Hospital will have 120 rooms, with offices for 2% 
physicians and a fully equipped x-ray and physio- 
therapy department, clinical laboratory, etc. 


: = 
(Continued on page 5%) 





or biological assay. 
Department. 


CORPUS LUTEUM 

CORPUS LUTEUM AMPULES 
PANCREATIN, U.S.P. 

SOLUTION OF POST-PITUITARY 


Manufacturers 
of 





ORGANOTHERAPY 


can be effective only through the use of dependable endocrine products. f 
turer is the physician’s only guarantee of reliability of those organotherapeutic products for which there is no chemical 
Every manufacturing process of all our products is 


DESSICATED PITUITARY BODY, U.S.P. 


Insure potency and constancy of action by prescribing the products of 


G. W. CARNRICK CO. 





2-24 Mt. Pleasant Avenue, Newark, New Jersey 


The reputation and integrity of the manufac- 


supervised by our Analytical and Research 


EPINEPHRIN 
EPINEPHRIN AMPULES 

SOLUTION OF EPINEPHRIN (1-1000) 
DRIED SUPRARENALS, U.S.P. 
DRIED THYROIDS, U.S.P. 


Organotherapeutic 
Products 
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Patient Types... 


The Obese Patient 


is frequently in the chronic constipated class because of the factors 
of dietary excesses and lack of exercise. 

The general form of treatment calls for a regimen of exercise and 
diet. Petrolagar isa very important aid inthe management because, be- 
ing unassimilable, itis impossible for itto increase or produce obesity. 

Petrolagar, a palatable emulsion of 65% (by volume) pure 
mineral oil emulsified with agar-agar, has many advantages over 
plain mineral oil. It mixes easily with bowel content, supplying 
unabsorbable moisture with less tendency to leakage. It does not 
interfere with digestion. 

Petrolagar restores normal peristalsis without causing irritation, 
producing a soft-formed consistency and real comfort to bowel 
movement. 
















Petrolagar 




















Petrolagar Laboratories, Inc., 
536 Lake Shore Drive, 
Chicago, Ill. SO-8 


Gentlemen:—Send me copy of “HABIT 
TIME” (of bowel movement) and specimens 
of Petrolagar. 





POORER HEHEHE HEHEHE HEHEHE EEE ED 











Distributors for 
Dr. Levin’s Correct Pattern 


DUODENAL TUBES 


Sizes 12 to 20 French even sizes 


Price $2.00 


I. L. LYONS & CoO., 
LIMITED 


NEW ORLEANS, LA. 
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The Dallas Southern Clinical Society held its first 
clinic May 8 and about 300 physicians attended. Dr. 
Edward H. Skinner, Kansas City, was a guest, and 
presented a paper. 


The Texas Radiological Society has elected the fol- 
lowing officers for 1929: Dr. J. B. Johnson, Galveston, 
President; Dr. W. G. McDeed, Houston, President- 
Elect; Dr. Tom Bond, Fort Worth, First Vice-Pres- 
ident; Dr. R. C. Curtis, Corsicana, Second Vice-Pres- 
ident, and Dr. C. P. Harris, Houston, reelected Sec- 
retary-Treasurer. 

The Texas Railway Surgeons Association has elected 
the following officers for the ensuing years Dr. D. M. 
Higgins, Gainesville, President; Dr. W. H. O’Bannon, 
Lockhart, First Vice-President; Dr. George R. Enloe, 
Fort Worth, Second Vice-President, and Dr. Ross 
Trigg, Fort Worth, reelected Secretary-Treasurer. 

The Texas Pediatric Society elected the following 
officers for the year: Dr. H. P. Ledford, Wichita 
Falls, President; Dr. Roscoe Etter, Waco, Vice- 
President, and Dr. J. G. Young, Dallas, Secretary- 
Treasurer. 

The Texas Dermatological Society has elected the 
following officers for 1929: Dr. W. Porter Brown, 
Fort Worth, President; Dr. Wayne V. Ramsey, Abi- 
lene, Vice-President, and Dr. W. F. Spiller, Galves- 
ton, Secretary-Treasurer. 

The Panhandle District Medical Society has elected 
the following officers for the year: Dr. A. F. Lump- 
king, Amarillo, President; Dr. J. P. Lattimore, Lub- 
bock, President-Elect; Dr. R. A. Duncan, Amarillo, 
Vice-President, and Dr. Richard Keys, Amarillo, Sec- 
retary-Treasurer. 

Dr. Charles R. Berry, formerly of Tupelo, Missis- 
sippi, is now associated with Dr. James A. Hill, 
Houston. 

Dr. R. L. Harris, formerly with the Houston Clinic, 
has opened offices at 4902 McKinney Avenue and is 
doing general practice. 


(Continued on page 52) 
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THE NEW HOME MODEL 
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a safe, convenient apparatus 
for producing tonic effects 


T= large demand which has arisen for a 

home model ultra-violet ray lamp fol- 
lowed as a natural result of the development 
of light therapy. On the market today there 
are several so-called “‘sun lamps” and even 
inferior ultra-violet ray lamps which do not 
measure up to all the claims made for them. 


Having pioneered in the development of 
scientific apparatus for ultra-violet ray ther- 
apy, the Hanovia Company was interested in 
bringing out a lamp to meet the demand for a 
scientific apparatus of proven effectiveness 
which could be confidently recommended by 
physicians and safely used by patients for 
home treatment. 


The Home Model Alpine Sun Lamp re- 
sulted. It is smaller than the Hanovia Lamp 
sold to physicians for scientific and clinical 
use. Its rays are not nearly so intense. For 
tonic treatments it provides a safe yet effec- 
tive modality. 


In advertising the lamp to the public, the 
Hanovia message is being handled with great 
care. A clear explanation of the Home Model 
Lamp is given with directions for its use in 
producing tonic effects. Attention is likewise 
called to the importance of consulting a 
physician and the dangers of self-diagnosis. 


When your patients have need for home 
treatments with ultra-violet rays, recommend 
the Home Model Alpine Sun Lamp. Com- 
plete information on the Home Model and 
our various other lamps for scientific and 
clinical use will be gladly sent on request. 
Use the convenient coupon below. 
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Dr. Clarence Otis Sansing and Dr. Geo. B. Grant 
are now associated with the Houston Clinic, Houston. 

Dr. J. Jesse Blundell, Houston, has opened offices 
in the Medical Arts Building, limiting his practice to 
urology. 

Dr. Herbert Hill, San Antonio, formerly with the 
Nesbit-Hanson-Hill Clinic, is doing private practite, 
limiting his work to diagnosis and internal medicine. 

At the recent annual meeting of the State Med- 
ical Association the following officers were elected: 
Dr. Joseph E. Dildy, Brownwood, President; Dr. 
John W. Burns, Cuero, President-Elect; Dr. Ben- 
jamin O. Works, Brownsville, Dr. B. T. Vanzant, 
Houston, Dr. Don J. Jenkins, Daingerfield, Vice- 
Presidents, and Dr. Holman Taylor, Fort Worth, Sec- 
retary and Delegate to the American Medical Asso- 
ciation. The next meeting will be at Mineral Wells, 
May, 1930. 

Dr. Arthur H. Flickwir, Houston, has been ap- 
pointed Director of the Department of Public Health 
and Welfare of Fort Worth. 

Dr. James O. Wharton, McAllen, has been elected 
President of the Lower Rio Grande Valley Medical 
Association. 

Dr. Wiliam B. Center, Wink, has been appointed 
Health Officer of Winkler County. 

Dr. Harry O. Sappington, Galveston, has been put 
in charge of the out-patient department of the U. S. 
Public Health Service in that City. 

Dr. Joseph Kopecky, Professor of Clinical Pathology 
and Clinical Medicine, University of Texas School of 
Medicine, Galveston, has been appointed Exchange 
Professor of the University to the University of 
Mexico, where he will teach a course in tropical 
diseases. 

Deaths 

Dr. John B. Gerino, Houston, aged 61, died May 3 
of carcinoma of the stomach. 

Dr. Chester W. McBurnett, Palmer, aged 56, died 
April 10 of coronary thrombosis. 

Dr. Turner Fred Roberts, Paris, aged 54, died in 
April of heart disease. 

Dr. Bascom Clay Thompson, Paris, aged 81, died 
in May. 

Dr. John R. Williamson, Brenham, aged 79, died 
May 4 of uremia and chronic nephritis. 

Dr. William Floyd Gabbert, Hereford, aged 49, 
died in May. 

Dr. Hugh Woodward Crouse, El Paso, aged 59, died 
April 21. 

Dr. Richard O. Watkins, Pine Hill, died suddenly 
April 25. 





VIRGINIA 


The Amelia County Medical Society has elected 
the following officers for this year: Dr. J. M. Habel, 
Jetersville, President; Dr. James L. Hamner, Mann- 
boro, Vice-President, and Dr. G. A. Arhart, Amelia, 
Secretary-Treasurer. 

The Nurses Alumnae Association of the Johnston- 
Willis Hospital presented the Hospital with a por- 
trait of Dr. A. Murat Willis. 

Dr. Guy Hinsdale, Hot Springs, Virginia, has been 
appointed Medical Director of the Greenbrier, White 
Sulphur Springs, West Virginia. 

Dr. Joseph D. Collins, Portsmouth, has been ap- 
pointed Chief Surgeon of the Seaboard Air Line, 
with headquarters at Norfolk. 

Grace Hospital], Richmond, has been sold by Dr. 
Robert C. Bryan and Dr. H. Stuart McLean to Dr. 
A. L. Herring, Dr. J. A. Rollings, and Dr. T. B. 
Pearson. 

Dr. William F. Drewry, Petersburg, has been made 
Director of Bureau of Mental Hygiene in Virginia, 
with offices in Richmond. 

The Southside Virginia Medical Association held its 
one hundred and second quarterly session at LaCrosse 
June 11. 


(Continued on page 54) 
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N CHRONIC constipation, colitis, fissure, and hemorrhoids, 
where gentle and regular evacuation is essential, laxatives 
not only fail to prove corrective but often cause irritation. 


More rational and effective is the production of bland bulk 
and lubrication in the bowel by the use of 


PSYLLA 


the seed of the plant (plantago psyllium). 


The action of Psylla is purely mechanical. In the presence of 
moisture it swells, providing bulk and throwing off a limpid, 
mucilaginous substance. 


Where the condition is complicated by the presence of intes- 
tinal putrefaction and toxemia, the action of Psylla can be supple- 
mented by the use of Lacto-Dextrin (Lactose 73%-Dextrin 25%) 
—a colon food which promotes the growth of a normal 
intestinal flora. 


Write for a copy of the new book, “A Practical Method of 
Changing the Intestinal Flora” and free samples of Lacto-Dextrin 
and Psylla. 


THE BATTLE CREEK FOOD COMPANY 
Dept. SM-8 Battle Creek, Michigan 


Send me, without obligation, trial tins of Lacto-Dextrin and Psylla, also 
copy of treatise, ““A Practical Method of Changing the Intestinal Flora.” 


Name (Write on margin below) ADDRESS 
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Dr. Joseph A. White, Richmond, has been awarded 
the honorary degree of Doctor of Laws by Mt. Saint 
Mary’s College, Emmitsburg, Maryland, of which he 
is an alumnus. 

Dr. Dean B. Cole, Richmond, has been elected Pres- 
ident of the Virginia Tuberculosis Association. 

Dr. J. L. McElroy, Richmond, has been appointed 
Superintendent of the Hospitals of the Medical Col- 
lege of Virginia, which are the Memorial, the Dooley, 
and the St. Philip. The Crippled~ Children’s Hos- 
pital is affiliated as the Orthopedic Department for 
white children. 

Deaths 


Dr. Wiliam Herbert Lewis, 
died May 3 of arteriosclerosis 


Lawrenceville, 
and heart 


aged 56, 


disease. 


WEST VIRGINIA 


Dr. A. L. Carson, Jr., 
Nursery and Child’s Hospital, 
Obstetrical Department. 

Dr. W. S. Webb, Warwood, recently captured twenty 
out of the thirty-two prizes in the first annual Peony 
Show at Wheeling. He has been asked to assist in 
the landscaping of Warwood Park 

Dr. W. M. Sheppe, Wheeling, 
President of the Ohio Society 
Clinical Diagnosis. 

The Ohio County Medical Society 
following officers for the year: Dr. 
lips, Wheeling, President; Dr. J. O. Rankin, 
Vice-President; Dr. H. W. Bond, Wheeling, 
and Dr. R. J. Armbrecht, Wheeling, 

Deaths 
Moundsville, 


Thorpe, is now with 
New York City, 


the 
in the 


has been elected 
for Laboratory and 


has elected the 
Howard T. Phil- 
Wheeling, 
Secretary, 
Treasurer. 


aged 57, died May 4 


Dr. T. H. Chaney, 
of heart disease. 
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A standardized sterile solution, 5 cc. contain 64 mg. (1 grain) of Colloidal Iron 
In hermetically sealed Jena glass ampoules. 


A SAFE PRACTICAL 


Cacodylate. 


fluenza and other infections as well as 


22 WEST 26th STREET 


In 12 years, steadily increasing numbers of physicians have demonstrated 
the safety and practicability of its intravenous injection and therapeutic value 
in the treatment of all Secondary Anaemias following Malaria, Pellagra, In- 


Clinical Data sent on request. 
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MEADS DEXTRI-MALTOSE 


EAD’S Dextri-Maltose, cow’s milk and water 
can, with but few exceptions, be relied upon for 
good results in artificial feeding cases. 

The additioa of Destei-Maltone makes up the carbo- 
hydrate deficiency in the cow’s milk. It is easily assimi- 
lated—well tolerated. 

Gains in weight are usually normal, presenting a 
healthyclinical picture—sound musculature—good color. 

There is a minimum of nutritional disturbances of a 
fermentative nature due to the greater assimilation 
limits of Dextri-Maltose over either lactose or sucrose. 

Dextri-Maltose No. 1 is indicated for normal infants, 
while the No. 3 with 3% addition of potassium bicarbon- 
ate, is the clinical choice if calcium constipation is 
present. 

These observations are made from the results obtained 
in hospitals, in clinics and from many physicians in pri- 
vate practice. 


THE MEAD POLICY 
Mead’ s infant dict materials are advertised only to physicians. No 
feeding directions accompany trade packages. Information in regard 
to feeding is supplied to the mother by written instructions from ber 
‘or, who changes the feedings from time to time to mect the nutri- 
sional agreed 3 the growing infant. Literature 
furnished only to physicians. 


MEAD JOHNSON & CO. 


Makers of Infant Diet Materials 
EVANSVILLE, INDIANA, U. S. A. 





MEPARKE, Davia U FOMPANY : . 
ee SWotoeowme ge i re 4 ° ao r-* 5 AD Ae, A, A A, A nee Ad 


A New and Valuable Aid in 
Rickets and Osteomalacia 


PARKE, DAVIS & CO.’S 


VIOSTEROL 


(Irradiated Ergosterol in Oil) 


Licensed under the Steenbock patent administered by the 
Alumni Research Foundation of the University of Wisconsin 


Viosterol, P, D. & Co., is supplied in the form of a vege- 
table oil solution of irradiated ergosterol standardized to 
an antirachitic (vitamin D) potency of one hundred times 
that of high-grade cod-liver oil. It will be furnished in 
5-cc. and 50-cc. packages accompanied by a dropper 
standardized to deliver approximately 3 drops to the 
minim. 


Viosterol is the name adopted by the Council on Phar- 
macy and Chemistry of the American Medical Association 
to designate preparations of irradiated ergosterol. 


Write for our booklet which discusses the general sub- 
ject of the use of irradiated ergosterol preparations in the 
prophylaxis and treatment of rickets, in osteomalacia, and 
other conditions. 


Viosterol, P. D. & Co., was recently released for sale to the 
drugtrade. Ifyour druggist does not as yet have it in stock he 
can get it for you on short notice. Please specify ““P. D. & Co.” 


Viosterol, P. D. & Co., has been accepted for inclusion in N. N. R. by the Council 
on Pharmacy and Chemistry of the A. M. A. 
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